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Hypoadrenocorticism in 
Alcoholism and Drug Addiction’ 
Harold W. Lovell, m.v.t and John W. Tintera, m.v.t 


HERE is still wide difference of opinion in both lay and professional 
groups" * as to whether alcohol and drug addiction are ‘‘mental’”’ or 
‘“physical’’ diseases. This medically useless philosophy of ‘‘mind- 
body” dualism was cast aside in our thinking long ago and the study of 
addiction approached from the point of view of the psychobiologist or psy- 
chosomaticist. Alcoholism and drug addiction do not occur in pure culture 
either mentally or physically, but are rather diseases of the total personality. 
Were they entirely mental the psychoanalyst, having such a remarkable com- 
bination of patient intelligence*® and infinite gradations of consciousness with 
which to deal, would surely prove himself preeminently successful as 
therapist. Were they entirely physiological, one or another of the long list 
of medicaments employed over the years, including the more recent endocrine 
and aversion therapies, would have proved as efficacious as insulin in diabetes. 
Instead, neither the psychoanalyst nor his medical colleague trained in older 
skodaic tradition has achieved therapeutic satisfaction. The fact that there 
are many lay groups” ° throughout the world trying to solve the problem of 
alcoholism individually, often quite independently of the medical profession, 
attests that —- have been confused by it and have chosen to ignore 
it completely, or that their efforts have been relatively ineffectual. 
Medical progress has been retarded by “the difficulty which doctors 
experience when they turn from consideration of the physiological to the 
psychological approach, and vice versa. When we are accustomed to thinking 
in terms of organic disease, it is hard to leave that field and turn to a con- 
sideration of the csitttite in implications of the situation. For the phy- 
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sician this is a mental somersault : it is like leaving one environment to which 
he is accustomed and attempting to adjust quickly to another. This produces 
an unpleasant sense of confusion in the doctor's mind, with the result that 
he has an unfortunate tendency to remain in one field.’’° 

Unable to find organic causes to explain addiction and unable to under- 
stand curious behavior patterns of addicted patients, the internist referred 
his alcoholic or drug addict to the psychiatrist or analyst whose dynamic 
concepts of mental disease and related methods of psychotherapy, though 
complicated and not altogether clear or satisfying, were for lack of anything 
better accepted tentatively. 

The psychiatrist: considers obsession or compulsion the characteristic 
manifestation of addiction. By compulsion is implied a form of mental 
pathology wherein an individual is impelled to a kind of behavior contrary 
to his will or judgment. The terms used commonly in place of compulsion, 
such as craving or urge or desire, suggest an inner pressure which should 
he subjected to the rule of reason or judgment, but this is definitely not the 
case. Just as the compulsion to drink is not willed by the patient, neither is 
it stopped by will power. 

The addicted patient is almost always the last person to arrive at his true 
diagnosis. He is compelled to continue his uncontrolled drinking until he 
“hits bottom’’—an emotional crisis which jars him eventually, if death does 
not intervene, into the realization that he is powerless over alcohol and his 
life unmanageable. To the alcoholic this is a major admission of defeat which 
Tiebout has labeled an act of surrender.’ Incomplete surrender implies 
reservations and indecision which are certain to lead to further psychosomatic 
imbalance and the continuation of compulsions with progressive mental and 
physical deterioration. Complete surrender means the end to mental conflict, 
the final settling of a long struggle, and the removal of detrimental, alarm- 
ing stimuli and their wearing effect upon glandular and other organ systems. 


Rae psychological factors at work in Alcoholics Anonymous are beyond 
the scope of this paper but certainly they are significant in themselves and 
with respect also to their influence on associated physiological processes. 
Since its founding in June, 1935, Alcoholics Anonymous has spread through- 
out the world into 4,000 groups comprising some 120,000 recovered 
members. 

In addition to Alcoholics Anonymous, the formation during recent years 
of new clinics devoted to studies on alcohol, the inception of a National Com- 
mittee on Alcoholism, the establishment of government hospitals for study 
and treatment of drug addiction, and the announcement of new therapeutic 


aids herald a new era. No longer need we become involved in polemics over 
whether alcoholism is “mental” or “physical” but rather with how much of 
either and the effect or relationship of one to the other. The psychiatrist can 
now correlate the findings of organic medicine in addiction with those of 
psychodynamics and study them in accordance with the principles of scien- 
tific medicine. It is now believed that alcohol and drug addiction may be 
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added to the growing number of disorders previously interpreted on a func- 
tional or “mental” basis and now accepted as having important basic organic 
concomitants. 


HY POADRENOCORTICISM 


yr 
W ITH THIS CONCEPT, the authors announced in a previous communica- 
tion a new endocrine approach to the treatment of alcoholism* based upon 
studies revealing involvement of the adrenal gland. The term “‘hypoadreno- 
corticism’’ was selected to identify the disorder and indicate a level of adrenal 
insufficiency comparable in certain respects to a subclinical Addisonian 
syndrome. Selye® has drawn attention to the importance of the adrenals in 
facilitating a person’s adjustment to his environment. Such emotional fac- 
tors as worry, grief, anxiety or fear may act as alarming stimuli effecting 
deficiencies of the adrenal cortex—hypoadrenocorticism. On the other hand, 
hypoadrenocorticism however developed, whether constitutional or acquired, 
is itself responsible for nervous symptoms ranging from irritability to depres- 
sion, negativism and other important personality changes."® Here then is 
an example of subtle psychosomatic interplay in which mental stimuli initiate 
pathologic somatic response which in turn may produce further psycho- 
pathology to continue the misadventure. Adding to the complexity of this 
situation is evidence that alcohol and certain drugs decrease the lipoid con- 
tent of the adrenals’ and either precipitate or aggravate the hypoadreno- 
cortical state of the addicted patient. 

Once hypoadrenocorticism is developed, hypoglycemia usually appears 
and tends to persist even after withdrawal of the alarming stimulus. Alco- 
holics studied during their “dry” periods were found to have low fasting 
blood sugar levels, the average being 60.9 mg. per 100 cc. Glucose tolerance 
curves usually started at these low levels, rose more rapidly than normal to 
a moderate hyperglycemic level, there formed a plateau, and then after 
approximately two hours fell suddenly to a subnormal level. Coincident with 
this precipitous drop in blood sugar, the alcoholic became weak, sweaty, 
jittery and fearful. The acuteness and severity of these hypoglycemic mani- 
festations pointed to the striking susceptibility of the hypoadrenocortic 
patient to decreased blood sugar levels. Control patients were able to tolerate 
identical and sometimes lower hypoglycemic levels without symptom forma- 
tion. Concomitant with this extreme fluctuation in sugar metabolism is a 
craving for alcohol which experience has taught will alleviate temporarily 
these unpleasant hyperinsulin-like symptoms. 

Hypoglycemic episodes occur spontaneously in the alcoholic patient par- 
ticularly when under emotional stress, and they appear often during periods 
of anorexia or following meals rich in carbohydrate. The effect of the latter 
is not unlike alcohol on the blood sugar level which rises rapidly, then falls 
precipitously at which time the symptoms of hypoglycemia appear. It is not 
uncommon for the alcoholic or for the nonalcoholic hypoadrenocortic patient 
to turn compulsively to carbohydrates and consume a pound of candy at one 
sitting. And the misinformed alcoholic endeavoring through carbohydrate 
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overindulgence to counter his compulsion to drink is more likely than not 
to provoke a bout of drinking. 

In addition to their effect upon the utilization of carbohydrate, the 
adrenal cortical steroids play a role in regulating androgen function. 
Albright’* indicated their importance in protein synthesis comparable to that 
for testosterone. Possibly this group of steroids prevents depletion of body 
protein through their inhibiting action on the carbohydrate regulating 
mechanism. When hypopituitarism is excluded, a measure of urinary 17- 
ketosteroid excretion serves as an index of androgen regulating function. 
Approximately two-thirds of the urinary 17-ketosteroids are derived from 
adrenal steroids in the male and one-third from the testicular steroids, 
whereas practically all of the female 17-ketosteroid excretion comes from 
the adrenal steroids. Our patients, now numbering over 1,000 on whom 
17-ketosteroid determinations were made, revealed almost universal defi- 
ciency in this regard. Many of the patients, especially the younger males, 
were asthenic in habitus. Approximately one-half of our control group with 
this constitutional make-up who were not addicted but whom we have come 
to regard as potential alcoholics, showed borderline or slightly subnormal 
17-ketosteroid determinations. Among the older and heavier drinking 
alcoholics signs of feminism and varying degrees of testicular atrophy 
were observed. 

The reticulo-endothelial system appears to be governed in large measure 
by the adrenal cortical steroids. Almost all alcoholics in our series revealed 
the existence of a relative lymphocytosis and eosinophilia associated in 
approximately half the cases with a mild leucopenia. Adrenocorticotropic 
hormone (ACTH) has been shown to decrease the lymphocyte count also. 
Dougherty and White’® have reported release of antibody-like globulins from 
circulating lymphocytes due to adrenal cortical influence. Thus it would 
seem from the evidence now available that these hormones play an impor- 
tant role in alcohol sensitivity and explain the many allergy-like charac- 
teristics of the disease. 

The adrenal glands have a regulatory effect upon pigment, mineral and 
water metabolism but we have found none of these importantly affected in 
either alcoholism or drug addiction except in extreme cases and among the 
latter the findings were not consistent. Pigmentation is absent usually in the 
milder forms of chronic adrenal insufficiency and is rarely encountered in 
hypoadrenocorticism associated with addiction. Disturbances in salt and 
water balance occur frequently but inconsistently and except in the extreme 
acute alcoholic are much less serious than in Addison’s disease. The diversity 
and variability of these disturbances which have been observed do not appear 
to conform to any definite pattern. 


T CONSTITUTIONAL AND ACQUIRED HYPOADRENOCORTICISM 


WO DISTINCT GRoUPS of alcoholic patients have emerged from our studies, 
one apparently being constitutionally hypoadrenocortic, the other acquired. 
Most striking among the former is the tall, thin asthenic male who usually 
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reports low tolerance for alcohol from the first time he uses it. We have 
come to regard him as highly susceptible and the most likely of the various 
constitutional types to become alcoholic at an early age. The second group 
acquired adrenal cortex damage apparently through alcoholic overindul- 
gence. Great numbers in this group drank successfully, often for 15 or 20 
years, before succumbing to alcoholism. Both groups of patients, however, 
though constitutionally different, revealed sooner or later with their addic- 
tion the same type of glandular imbalance. 

During his “dry” periods, the alcoholic patient often reveals a variety 
of vague complaints indicative of neurotic symptomatology. He shops from 
one physician to another usually getting little satisfaction which adds to 
his resentment against the world generally and against the medical profes- 
sion specifically. His average intelligence is relatively high and he possesses 
a curious dynamic quality of personality that drives him on and on at the 
expense of great energy which he does not know how to conserve. He has 
never learned the charm of relaxation. Sooner or later he finds it and 
endeavors to maintain this newly acquired euphoric and relaxed state 
through alcohol which leads eventually to damaged adrenals and an allergic 
type of response to all alcoholic beverages. The consumption of alcohol pro- 
duces an initial hyperglycemia™ but shifts quickly to hypoglycemia. Con- 
tinued drinking decreases the blood sugar further, the liver glycogen stores 
become depleted and fatty infiltration of the liver occurs. The liver in this 
state is unable to detoxify circulating estrogens with resultant loss of body 
hair and signs of feminism appearing in the chronic alcoholic male. When 
abstaining from alcohol, the alcoholic patient frequently develops such symp- 
toms of hypoglycemia as weakness or apathy, tension or trembling, sweating 
and apprehension. These neurotic-like manifestations become pronounced 
when he finds that in some strange, subtle manner he has become different 
from other people. Inability to understand the situation stimulates many to 
endeavor to prove their similarity to the nonalcoholic drinker thereby estab- 
lishing reflex or habit patterns leading to alcoholic progression which may 
proceed deleteriously from periodic or compulsive drinking to alcoholic 
convulsions and death. 

DRUG ADDICTION 

Alcoholism and drug addiction frequently co-exist. The alcoholic who 
surrenders to his alcoholism and abstains completely may cling for years 
more or less secretly to his dependence upon barbiturates or other drugs 
thus necessitating a second surrender which may be even more difficult than 
the first. Fear of withdrawal symptoms and of facing reality without some 
protective sedative crutch is almost overwhelming. 

Alcoholism and narcotic addiction were frequently associated in our 
experience but when the combination did exist, the patient progressed usually 
in the direction of narcotism resorting to alcohol when unable to obtain the 
narcotic for which he felt need to relieve his symptoms. The narcotics 
most frequently used were morphine, Demerol, Dolophine (methadon), 
and Dilaudid. 
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The majority of nonalcoholic narcotic addicts studied developed their 
addictions innocently. All but two had sufferred physical disease for which 
narcotics had been prescribed by the attending physicians for considerable 
periods of time and were continued subsequently through a feeling of neces- 
sity on the part of the patient. This raised the question whether sedative or 
narcotic administered to any patient over a prolonged period would induce 
hypoadrenocorticism and associated addiction or whether addiction would 
develop in only those patients otherwise predisposed to hypoadrenocorticism. 
Without control possibilities, the question cannot be answered at this time. 

Our series of 54 nonalcoholic barbituric and 20 narcotic addicts is too 
small to permit of constitutional classification as was possible with the 
alcoholic. The barbiturate addict appeared to have much more in common 
with the alcoholic both psychologically and physiologically. His thinking 
patterns together with his laboratory findings were similar. In several 
instances the laboratory deviations were slightly less than those of the alco- 
holic. The outstanding difference mentally was his even greater inability 
to be truthful with himself or his doctor. The narcotics were the most unre- 
liable and difficult to treat of the three separate addiction groups studied. 
The barbiturate addicts were the least difficult. The combined alcoholic- 
barbiturate patient was more difficult usually than the alcoholic alone and 
the combined alcoholic-narcotic patient was the most difficult of all. The 
barbiturate and narcotic addict revealed much greater constancy of intake 
than the alcoholic, using about the same dosage each day rather than having 
periodic sprees, but like the alcoholic having gradually to increase his con- 
sumption to satisfy the progressively growing demands for more. 
iruihilicus THERAPEUTIC PROCEDURES 

Reversal of these pathological processes is possible through administra- 
tion of aqueous adrenal cortex extract (ACE) which mobilizes glycogen 
from tissue protein, increases blood sugar and initiates a return toward 
normal functioning of the liver.’® Britton and Silvette’® observed that adrenal 
cortex hormone would prevent glycogen depletion of the liver in fasting 
adrenalectomized rats and mice. Low blood sugar and depleted glycogen 
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stores can be returned to normal by the administration of a potent cortical 
extract. The liver becomes again capable of detoxifying the estrogens and 
probably the aldehydes of alcohol. Hepatomegaly, gastrointestinal disturb- 
ances, and the marked psychic and neurologic manifestations during the 
acute phase of chronic alcoholism are relieved. The clinical improvement is 
rapid and striking. It is a great revelation to the defeated alcoholic or drug 
patient to find that he can attain a normal, relaxed level with glandular 
therapy and an altered dietary regimen. He is in a fair way to understand 
and alleviate his neurotic patterns, often without the need of involved 
psychotherapy. 

_ A psychobiologic program has been devised for the alcoholic patient 
consisting of (a) the administration of ACE, (b) a high fat, medium pro- 
tein, low carbohydrate diet, and (c) referral to Alcoholics Anonymous with 




















HYPOADRENOCORTICISM IN ALCOHOLISM 7 


the recommendation that he identify himself actively with the complete pro- 
gram of this splendid society. Glandular therapy consists of injecting intra- 
venously 30 ce. of aqueous adrenal cortex extract in three doses of ten cc. 
each during the first 24-hour period, 20 cc. in two doses during the second 
24-hour period, then one single 10 cc. injection daily for three days. The 
injections are given the first day at six- to eight-hour intervals although, 
if necessary, they may be increased with safety both in amount and fre- 
quency. This has rarely been necessary except in extreme cases when it 
may be desirable to give 30 cc. in a liter of normal saline once or twice the 
first day. 

Hospitalization is always desirable for the alcoholic patient who is 
drinking at the time therapy: is instituted. Out-patient treatment is possible 
and sometimes necessary but the danger of further drinking is greater 
because the patient is less well controlled and has insufficient time to alter 
his attitudes and feelings. Following discharge from the hospital, five cc. of 
ACE are given intramuscularly twice a week for four weeks, then at weekly 
intervals for an equal or, in more severe cases, a longer period. If possible, 
the alcoholic patient should be followed for a year with longer intervals 
between appointments as he improves. Psychotherapeutic interviews are 
desirable although, as a rule, they need not be long or involved. From time 
to time during the year, usually depending upon the stresses to which the 
patient is subjected, he may feel the need of and derive great benefit from a 
short priod of intravenous and/or intramuscular ACE therapy. 

Alcoholic patients who have been dry for a long period, many years in 
some instances, experience disturbing symptoms of hypoglycemia. Tension, 
apathy, and difficulty in concentration are particularly distressing. These 
patients respond remarkably well to out-patient ACE therapy. The recom- 
mended dosage is ten cc. intravenously daily for five days, five ce. intra- 
muscularly twice a week for four weeks, then five cc. intramuscularly weekly 
for a similar period. The injections may be continued longer if desired with- 
out untoward complications. 

Cortalex* and Cortisorbate are two oral ACE preparations which have 
been given to 100 alcoholic patients upon completion of parenteral therapy. 
Dosage varied from four to 12 tablets daily. Sixty-four patients reported 
continued improvement with the oral medication. Nearly half the patients 
discontinued the tablets after one to three months but kept a supply on hand 
which they resumed with good result when they felt a period of tension or 
apathy approaching. Thirty-five patients reported either no improvement 
or insufficient benefit from oral therapy to warrant the expense of continu- 
ing it. One patient reported unpleasant pressure sensations in the head and 
neck with oral medication after deriving marked improvement from paren- 
teral adrenal cortex extract. Of 20 patients given placebo tablets similar in 
appearance to cortalex and thought by the patient to be oral ACE two 
reported slight improvement, the remainder reported no effect. Experience 


*Cortalex was supplied by the Upjohn Company. 
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with those who derived benefit from oral ACE has shown that there is little 
or no advantage in large dosage, that three to four tablets a day are just as 
effective as eight to twelve. Patients given intravenous and intramuscular 
saline in control experiments following parenteral ACE were remarkably 
accurate in reporting the expected differences of the two preparations. Of 
50 patients so treated only one reported continuing improvement with 
parenteral placebos. Almost all of the others became discouraged and 
expressed the fear that for them the medicine had lost its effectiveness. 

’ For intramuscular injection only, Lipo-adrenal Cortex* may be given in 
one cc. doses. This is a concentrated preparation in cottonseed oil having the 
advantages of smaller quantity for intramuscular injection and prolonged 
period of activity. Its most beneficial effect occurred in those alcoholics with 
associated arthritis or neuritic involvement. Although the clinical effect was 
more prolonged, it did not in our experience achieve feelings of well being 
comparable to those derived from the aqueous ACE. Neither it nor the oral 
preparation was effective in acute phases of alcoholism. 

Rate of response in addiction to ACE appears to be affected directly by 
the metabolism of the patient. The nearer the patient’s metabolism is to 
normal, the quicker his response to the hormone. Improvement in some 
instances occurs within a few hours. With BMR’s in the low 20’s or 30's, 
longer treatment periods are necessary before improvement occurs. When 
thyroid is indicated, very small doses are preferable because the hypo- 
adrenocortic hypothyroid addict does not tolerate the larger. doses ordinarily 
prescribed. His metabolism usually returns to normal with ACE combined 
with these small doses of thyroid. 

Adrenocorticotrophic hormone (ACTH) has been used in both acute 
and chronic alcoholism. Its effect in acute alcoholism (25 mg. intramuscu- 
larly every four hours for 24 hours), particularly in delirium tremens, is 
dramatic but its value otherwise in the treatment of alcoholism is doubtful. 
Complications from its use have been reported,’ whereas ACE which is 
almost as dramatic in acute alcoholism and infinitely more effective in 
chronic alcoholism appears to be entirely safe. 

There have been no untoward complications in our experience even with 
intravenous adrenal cortex injections much larger than the recommended 
dosage. Rapid administration of the extract may produce a sensation of 
tightness in the back of the head or neck or there may be slight giddiness 
for several minutes. Menstruation has been occasionally somewhat more 
frequent and profuse but premenstrual cramps and tension are fre- 
quently relieved. 

Cortisone (Compound E) in the treatment of alcoholism is under inves- 
tigation at the present time. It seems reasonable to expect that one or another 
of the adrenal steroids may prove more or less specific in the treatment of 
alcoholism and possibly other addictions but it is improbable that cortisone 
is the answer. On the other hand, it may be said that cortisone combined 


*Lipo-adrenal Cortex was supplied by the Upjohn Company. 
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with ACE and given in alternate injections, appears to be as effective as 
ACE alone. 

Testosterone* may be administered simultaneously with ACE when 
feminizing symptoms, testicular atrophy or other evidences of androgen 
deficiency are present. This is best given by injections of 50 mg. once or 
twice weekly. Testosterone alone or in combination with estrogens may be 
indicated in certain of the female patients, particularly those in the fourth 
or fifth decades of life with menopausal symptoms. Oral testosterone may 
be helpful following a course of parenteral androgen therapy. Ten milligrams 
(10 mg.) daily of buccal Oreton (Schering) appears to be an effective oral 
testosterone dosage. 

The importance of a strict dietary regiment cannot be overemphasized. 
Restricted carbohydrate, moderate protein and relatively high fat intake are 
important in preventing sudden changes in blood sugar concentration. Cola 
and other soft drinks rich in carbohydrate are contraindicated. Recent 
studies'* indicate that liver damage may develop from excessive use of soft 
drinks due to too great carbohydrate intake. Chocolate and other quickly 
assimilated carbohydrate foods have been used by the alcoholic with the 
mistaken notion that they would have a lasting effect upon his lagging blood 
sugar, when in fact the effect is brief and likely to precipitate great and 
uncomfortable swings in blood sugar levels. 

Sedation is usually unnecessary because of the pleasant sense of warmth 
and relaxation that comes often with the first injection. This is of tre- 
mendous psychological significance because of the great tendency of alco- 
holics to substitute sedatives for or combine them with alcohol. Successful 
treatment of the alcoholic includes abstinence from sedatives as well as 
from alcohol. 

The importance of vitamins in alcoholism has been greatly overesti- 
mated.. Symptoms of vitamin deficiency in chronic alcoholic patients are due 
to inadequate nutrient intake rather than from alcohol itself.’* It has been 
shown that alcohol may actually decrease the thiamin requirement for its 
metabolism.*" Except for patients having definite clinical evidence of vitamin 
deficiency, vitamins are an unnecessary adjunct to ACE therapy. People 
have been led to believe erroneously that they will enjoy a feeling of well- 
being if they supplement their cocktails with vitamins. If these people have 
adequate diets, vitamins are not the answer to their feelings of well-being. 

In addition to their alcoholism, many patients treated with ACE suf- 
fered other allergic disorders such as hay fever or asthma. Skin disorders 
were encountered frequently, most of which were diagnosed “neuroderma- 
titis’’ by the dermatologists. Neuromuscular and arthritic involvement were 
common. So many of these associated disorders improved or cleared up 
completely under ACE therapy that it has been applied to similar conditions 
in nonalcoholic patients often with good result. The ease with which seda- 

*The testosterone cyclopentylpropionate (TCP), and more prolonged androgen response than any 


supplied by the Upjohn Company through the — other androgen preparation used. 
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tive drugs could be withdrawn from patients treated for alcoholism led to 
our use of the hormone in the treatment of drug addiction. 
Barbiturate addiction: 

The treatment in drug addiction is similar but more intensive than for 
alcoholism. The barbiturate addict should be hospitalized for a minimum of 
ten to 14 days. The drug is withdrawn completely the first or second day. 
ACE is given intravenously as follows: ten cc. every six hours for two days; 
then every 8 hours for one or two days; then every 12 hours for two 
days; then daily for the remainder of hospital residence followed by the 
same out-patient convalescent regimen prescribed for the alcoholic. Tolserol, 
250 mg. may be given three or four times daily for tension and mood 
depression. Small doses of insulin will relieve anorexia which is trouble- 
some occasionally. 

Narcotic addiction: 

The narcotic addict should be hospitalized for three weeks, longer if 
possible. ACE in 10 cc. doses is given intravenously every four hours until 
the patient is under control with one-fourth his original narcotic intake. The 
intervals between injections of both narcotic and ACE are gradually 
increased as the narcotic is completely withdrawn which usually requires 
approximately five days. Fifty milligrams of testosterone propionate are 
given intramuscularly daily during the first week of hospitalization, then 
twice a week for two or three weeks. In all other respects, therapy is identi- 
cal with that for barbiturate addiction. 


SUMMARY 


Alcoholism is regarded as a psychobiological disease having both 
physiological and psychological components which act and react impor- 
tantly, one upon the other. Alcoholism is often associated with and has 
many facets in common with barbiturate and narcotic addiction. Hypo- 
adrenocorticism is a frequent physiological concomitant with both 
primary and secondary significance. ACE therapy eliminates the tor- 
turing drying out period in acute alcoholism and lessens significantly 
the recurrent craving for alcohol. Selected patients with barbiturate and 
narcotic addiction may be treated successfully in the general hospital 
without specialized medical attention. Treatment is relatively simple, 
nontoxic, and entirely safe under the guidance of any competent phy- 
sician. Sedation may be withdrawn quickly. The diet should be high in 
fat, medium in protein and low in carbohydrate. Vitamins appear to be 
of little importance. Androgen, with or without estrogen, Tolserol and 
insulin may be useful adjuncts to treatment. ACTH is of value in 
delirium tremens but is inferior otherwise to ACE in the treatment of 
alcoholism. Cortisone appears to be useful when combined with ACE 
but seems unlikely to supplant ACE in therapy of addiction. The average 
patient should be under observation and treatment for one year. Spe- 
cialized psychotherapeutic procedures become less important than here- 
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tofore considered in the management of addiction but medical guidance 
and identification with Alcoholics Anonymous are recommended. 
Glandular therapy is not intended as a‘‘cure’ for drug addiction or for 
alcoholism nor as a mechanism to restore alcoholics to successful social 
drinkers, but rather as a valuable aid in treatment of the sick addicted 
personality. 
HYPOGLYCEMIA DIET 
FOODS ALLOWED: — Dairy products 
Vegetables and fruits not listed below 
Saccharine or sucaryl with coflee and weak tea 
Salted nuts (excellent between meals) 
Protein bread 
Sanka or weak tea 
FOODS TO AVOID: Potatoes, corn, macaroni, spaghetti 
Pie, cake, pastries, sugar, candies, dates and raisins 
Cola and other sweet soft drinks 
Coffee and strong tea (over 2 cups a day) 


SUGGESTED MENU FOR THE DAY 
BREAKFAST: Unsweetened fruit juice or grapefruit 
2 slices of ham or bacon and one or two eggs 
1 medium pat of butter 
1 glass of warm whole milk, or 1 cup Sanka with cream or milk 
1 slice protein bread 


10:00 A.M.: 1 glass milk or % cup orange juice, or 1 small peach, or % cup of strawberries 
or pineapple 

LUNCH: % cup rhubarb or spinach or 1 tomato or 2 cups watercress or ¥; head of 
lettuce 


Y, cup of carrots or beets or peas or turnips 

1 peach or % cup of. strawberries or pineapple 
3 oz. of moderately fat meat 

1 large pat of butter 

1 slice protein bread 

1 glass of warm milk 


3:30 P.M.: Y, glass of milk 
DINNER: Cream of pea, asparagus or tomato soup 
Y, cup of rhubarb or spinach, or 1 tomato, or 2 cups of watercress, or 1; head 
of lettuce 
Mayonnaise recommended for salads 
3 oz. of meat 
1 slice protein bread 
1 pat of butter 
1 glass of milk 
BEDTIME: 2-4 saltines with butter and/or cheese 
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Arteriectomy for Arterial Obstruction 
in the Extremities 


Ned Shnayerson, M.D. 


CCLUSIVE arterial disease of the extremities is a relatively common 
affection observed in middle and old age. The pathologic process 
is a progressive one from the onset of atherosclerosis to complete 

obliteration of segments of the vascular tree. The objective sequelae of such 
disturbances are trophic changes in the involved extremities and subjectively, 
intermittent claudication with functional incapacity. 


a LERICHE' first suggested in 1917 that an obliterated artery is no 
longer an artery since it carries no blood, but must be considered a plexus 
of sympathetic nerves in an abnormal state. The process of obstruction con- 
stantly exerts a stimulator effect upon the entire sympathetic segment of 
the involved artery. This reduced blood flow maintains viability of the 
extremity but renders it functionally deficient. He pointed out that excision 
of the occluded segment obviously does not change the obstructed path of 
conduction for the blood flow. But when excision is done, certain extremities 
often lose their trophic changes and become more comfortable and func- 
tionally more useful limbs.*” 

A series of cases has been studied to determine whether an obstructed 
artery may initiate impulses which further impair the arterial circulation 
and to what extent arteriectomy may be of benefit. 

All cases of arterial insufficiency which came under the observation of 
the writer were studied to establish criteria for the selection of those cases 
suitable for arteriectomy. Visualization of the arterial tree was done on 
all patients as part of the vascular study. Those patients in whom occlusions 
of major vessels were demonstrated were selected for arteriectomy. If there 
were changes in the vessels of the extremity without obstruction, arteriec- 
tomy was obviously not performed. With increasing experience it became 
evident that only certain limbs responded well to arteriectomy alone while 
others required adjuvant procedures or were found to be unsuitable for any 
sympathetic or vascular surgery. 

It was noted that some of these extremities had had conservative treat- 
ment such as vaso-dilating drugs and alternating vacuum and pressure boots 
and that some had had ganglionectomies with or without peripheral nerve 
sections. Even though there had been no alteration of the trophic changes 
there was marked benefit when an occluded segment of artery was demon- 
strated and excised. Those patients in whom a single major arterial ob- 


*From the third surgical division, Goldwater Me- Medicine and New York Polyclinic Medical School 
morial Hospital, New York University School of | and Hospital, New York City. 
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ARTERIECTOMY FOR ARTERIAL OBSTRUCTION I. 


Fig. 2. Obstruction low in femoral artery. 
Beyond this point there is a mass of co!lat- 
eral vessels, but the popliteal and_ tibial 
vessels are obliterated. 


Fig. 1. Normal pattern of femoral and 
popliteal arteries. Branches into tibial vessels 
are seen at bottom of photograph. 





struction was found and who had adequate collateral bridging of the defect 
and showed no associated organic or spastic obliterations responded best 
of all to arteriectomy alone. Those patients (figure 10) who had in addition 
to major vessel obliteration associated spastic obliterations required gan- 
glionectomy. Those extremities (figure 2) which have obstruction of a 
major vessel but which also have obliterations of the smaller vessels of the 
leg or foot, although there may be a rich collateral supply, are not suitable 
for arteriectomy as the disease has progressed too far for this procedure. 
When extensive plaquing of the vascular tree was found, especially in the 
vessels of the leg, then ganglionectomy afforded at best only a moderate 
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degree of relief from pain. Poor collateral circulation indicated closures 
of these channels and such extremities (figure 9) came to amputation re- 
gardless of any type of treatment. 

Experience has shown that obstruction of the femoral, popliteal, anterior 
or posterior tibial arteries by means of arteriectomy gives highly satisfactory 
results, providing, of course, the remainder of the vascular tree is in good 
condition. It is surprising how many patients will satisfy the criteria required 
for selection. Where arteriectomy is feasible, it produces far less shock to 
the elderly patient than the surgically more extensive procedure of ganglion- 
ectomy. The results were evaluated by the amount of regression of the 
trophic changes, the amelioration of claudication, and the increase of func- 
tional capacity of the extremity as measured by the distance the patient 
could walk. Lack of facilities prevented the rigid control of environmental 
temperature in dermathermic studies. However, it was demonstrated that 
there was a significant rise in surface temperature following arteriectomy. 

Excision of the stimulator factor by arteriectomy removes the three 
components of the sympathetic nerves*’*: (1) those fibers derived from the 
ganglionic trunks, (2) those fibers accompanying the somatic nerves and 
which are given off to the arteries at various levels, and (3) an intra-mural 
neurone complex. The first two components lie in the peri-arterial sheath 
and the last in the true wall of the artery. It can be understood then, that 
although a ganglionic trunk resection may be done, the stimulator factor 
within the artery can still produce vasoconstriction through its effect on the 
intramural neurone component. 

One must know, then, whether major vessels are patent or obstructed 
and see the actual development of the collateral vessels. To this end, arteri- 
ography is employed to visualize the presence, location and extent of the 
obstruction. Resection of the entire obliterated segment by arteriectomy, 
carefully preserving functioning collaterals, is then done in the suitable cases. 
This produces vasodilatation and opens the vascular tree to its full capacity 
and restores a greater quantity of blood to the tissues of the extremity. 


TECHNIQUE OF ARTERIOGRAPHY 


icici of the rapid dissipation of contrast media when injected par- 
enterally, it is preferable to expose the proximal femoral artery by a small 
incision in Scarpa’s triangle and with finger control stop the blood flow 
during the x-ray exposure. This is done under spinal anesthesia so that 
sympathetic stimulation from the procedure is held to a minimum. Enough 
femoral artery is exposed to allow room for two-finger compression of the 
artery. Using a 19-gauge needle, 15 cc. of Diodrast (70 per cent) is injected 
into the artery proximal to the organic obstruction while the blood stream 
is stopped by finger compression. If the proximal femoral artery is found 
to be occluded in one extremity only (figures 6, 8), then injection is made 
into the iliac artery without interruption of the blood flow. If both femoral 
arteries are occluded (figures 1], 12), an aortic injection is made to visualize 
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the vasculature of both extremities and the aorta simultaneously. A one- 
quarter second exposure is made with enough penetration to obtain good 
contrast. If a 36-inch cassette is available, the entire extremity can be visual- 
ized with one injection of the dye. If not available, then two injections are 
made with 14/17-inch cassettes at proximal and distal levels. An intra- 
venous infusion of 1000 cc. of saline solution is given, starting at the onset 
of the operation. It is felt that the administration of saline solution pre- 
cludes the possibility of iodism. 

The following case histories show what may be expected in selected cases 
of mono-arterial occlusion treated by arteriectomy. These have been selected 
because of the long period of observation following surgery. 


CASE REPORTS 


Case 1, KE. H., a 63-year-old white female, was admitted October, 1945, 
complaining of intermittent claudication. On admission both feet were pale, 
cold and pulseless. A right femoral arteriogram was done on the most pain- 
ful extremity, and bilateral peri-arterial sympathectomy was also performed. 
A low femoral obstruction with good collateral bridging of the defect was 
demonstrated. The patient was discharged on October 20 with no claudi- 
cation and clinically warmer feet. Skin temperatures were elevated. The 
patient was free from claudication for three months, when intermittent 
claudication returned in the right leg. She was readmitted on January 21, 
1946, with little clinical change in either extremity, but with, as previously 





Fig. 3. Case. 1. E. H. Low 
femoral occlusion with large 
collateral bridging the defect. 
Note plaques in femoral and 
popliteal vessels. 
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noted, diminished oscillations in the right calf. Inasmuch as a low femoral 
block (figure 3) had been demonstrated in the right thigh, an arteriectomy 
was done, with the block approximately four cm. long. Following arteriec- 
tomy, the pain cleared up in this extremity and the patient was discharged 
February 10, 1946. With the exception of some tiring on walking, which 
was helped materially by the administration of Etamon, the patient was well 
until August, 1948, when she suddenly developed a coronary episode and 
died 30 months after the last surgical treatment. Summary: Following 
arteriectomy, incapacitation was reduced from severe cramps to tiredness 
and the extremity became comfortable and warm. Result: moderately good. 


Case 2. T. F., a 50-year-old white male, was admitted July 13, 1945, 
complaining of intermittent claudication of two years’ duration. He could 
walk only one block before pain appeared in both calves. On examination, 
feet were pale, cold and pulseless. No femoral pulses were palpable. Beyond 
this there was a hypertensive history, and a history of recurrent pain in 
ankles for eight years. The patient was found to be severely hypertensive 
and to have considerable renal damage. On July 16, 1945, bilateral arterio- 
grams and femoral arteriectomies were done for complete obstruction of 
both femoral arteries in their entire length. The patient left ho ‘pital August 
16, walking with no claudication. His feet had become clinically warmer, 
and had a normal flesh-like tint. He was followed for 26 months with no 
complaint referable to his vascular condition. Summary : Claudication elimi- 
nated by arteriectomy. Feet became comfortable and warm. Result : good. 


Case 3. L. S., a 59-year-old white male, was admitted July 2, 1941. 
In 1932, the patient began to complain of pain in the calves and had a 
varicose vein excised in right leg. This was followed by ulceration of the 
right leg for which he was hospitalized at another institution, obtaining no 
relief. Up to the time of admission here, his ulcer gradually became worse. 
Kight months prior to admission, a right lumbar ganglionectomy was per- 
formed at another institution with no beneficial effect. On admission a few 
small varices of the right leg were noted, and later injected. No dorsalis 
pedis or femoral pulses were palpable. On the antero-lateral surface of the 
right leg there was a huge ulcer, measuring 20 cm. by 10 cm. There was 
evidence of old fungus infection of the feet. The ulcer showed little 
improvement as a result of local therapy and physiotherapy. On November 
2, 1944, an arteriogram was made showing complete obstruction of the 
entire femoral artery with good collateral circulation. Arteriectomy was 
done at the same time. There was a skin temperature rise in the foot of 
7° KF. following arteriectomy. Within one month the ulcer was 90 per 
cent healed. At the time of the last follow-up examination there was 
no intermittent claudication, but a moderate amount of stiffness of the 
ankle persisted because of previous disuse. This extremity remained com- 
pletely well with the ulcer healed, 35 months from last treatment to last 
follow-up examination. Summary: No relief by conservative therapy or 
ganglionectomy. Following arteriectomy, claudication relieved and_ ulcer 
healed. Result: good. 


Case 4. H.S., a 51-year-old white male, was admitted August 2, 1945, 
complaining of numbness, coldness and intermittent claudication in the 
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Fig. 4. Case 4. H. S. Fem- 
oro-popliteal occlusion. Block 
begins at level of perforation 
of artery through the adduc- 
tor fascia. Well developed 
collateral supply is evident. 











left lower extremity of four months’ duration. On examination the foot 
was pale and cold; there were several small varices on the anterior aspect 
of the left leg; no dorsalis pedis or popliteal pulses were palpable. On 
August 3 a femoral arteriogram was done, revealing an occlusion of the 
popliteal artery (figure 4+). Following this procedure the patient went home. 
On September 11 the patient returned and a left popliteal arteriectomy 
was performed. Skin temperatures were raised in the foot by 4° F. Since 
discharge, the patient has been carrying on his work with no difficulty, and 
can walk 5 to 6 miles at a time with no intermittent claudication. His last 
treatment was 57 months ago. Summary: Arteriectomy relieved the patient 
of claudication and restored extremity to full function, Result: very good. 

Case 5. L. P., a 79-year-old white male, admitted for custodial care 
following amputation of the right lower extremity, May 8, 1944. At that 
time initial trophic changes were noted in the great left toe. On October 21, 
1944, the remaining toes also became dark and superficial slough about the 
nails was noted. The nails were loose in their beds. Dermatophytosis was 
not present. No oscillations were present in the calf or foot. A lumbar block 
raised the skin temperature 2° F. On December 5, 1945, a femoral arteriec- 
tomy was done for complete closure of the entire femoral artery. Following 
arteriectomy the patient’s foot became 4° warmer, the skin took on a pink- 
ish hue and the initial gangrenous appearance of the toes cleared up com- 
pletely. The patient was completely well for 11 months from date of his 
last treatment, until death from coronary disease occurred on October 19, 
1946. Summary: Marked trophic changes cleared up following arteriectomy. 
Result: very good. 
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Case 6. J. G., a 36-year-old white male, was admitted March 14, 1946. 
His symptoms had begun in the left leg May, 1941. His complaints were 
“pains in the arches and burning sensations in the soles of the feet.” These 
were relieved by putting his feet in cold water. Cyanosis of the toes devel- 
oped July, 1941, and an ulcer on his little toe in November, 1941. At.this 
time an amputation of the little toe was done. Four months later, in March, 
1942, he had a supracondylar amputation of the left extremity. Both of 
these operations were done at another institution. The patient was symptom- 
free until May, 1945, when he developed symptoms of intermittent claudi- 
cation in the right leg. In December, 1945, he was admitted to another 
institution with an ulcer on the little toe of the remaining foot. This healed 
in six weeks with exercises and pavex boot. However, these treatments 
did not relieve his pain, and repeated lumbar blocks produced no significant 
changes in the skin temperature or in oscillometric readings and had no 
lasting effect on the pain. On February 20, 1946, a right lumbar ganglionec- 
tomy was done at that institution and several nerve-crushing operations 
were also done without relieving the claudication. Just prior to admission 
on our service an ulcer had developed on his great toe. On March 8, 1946, 
a right femoral arteriogram was done which showed a block between the 
popliteal and posterior tibial arteries with good collateral circulation. A 
peri-arterial sympathectomy was done at the same time. One week later, 
March 15, 1946, a right popliteal arteriectomy was done. On March 26 the 
great toe was amputated. The amputation site healed cleanly, and the 
patient was discharged from the hospital and remained symptom-free, 14 
months from the date of his last treatment to last follow-up examination. 
Summary: Ganglionectomy and somatic nerve crushing did not change 
symptoms. Arteriectomy relieved patient of pain in extremity. Result: good. 


Case 7. L. H., a 46-year-old white male, revealed a history of pain in 
both feet and calves, becoming progressively more severe for several years. 
He had been treated for Buerger’s disease with saline injections for a 
period of nine weeks. The pain and lowered exercise tolerance continued 
until four weeks before admission when the right great toe became blue. 
On admission, examination showed dry gangrene of the distal third of the 
right great toe. Both feet and ankles were cold and cyanotic. He was 
treated with Depropanex and typhoid vaccine over the course of a month 
without any improvement. He had a caudal block performed with only a 
mild response. On October 20, 1945, the great right toe was removed. 
These are the various surgical procedures in the treatment of his lower 
extremities: (1) November 25, 1945, a left femoral arteriectomy; (2) 
December 10, 1945, a right peri-arterial sympathectomy; and (3) January 
15, 1946, because of some residual pain, a left lumbar ganglionectomy. 
From then on the patient improved rapidly. An amputation of the first 
three toes of the left foot, and the middle toe of the right foot were subse- 
quently done, which was followed by complete cessation of the considerable 
pain and good healing of his extremities. The feet became warm, dry and 
normal in all respects. His last follow-up visit was 30 months from the last 
operative procedure. Summary: The patient had cold, cyanotic feet, severe 
trophic changes and claudication. Arteriectomy produced warm feet, good 
circulation and relieved the claudication (figure 5). Gangrenous digits 
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Fig. 5. Case 7. L. H. Popliteal 
occlusion. Well developed col- 
laterals bridge the gap and run 
into tibial vessels. 














were amputated and ganglionectomy performed for some residual pain. 
Result: very good. 

Case 8. J. N., a 48-year-old white male, was referred to us on January 
27, 1944, with the diagnosis of acrodermatitis chronica atrophicans. Exami- 
nation revealed a rubor of the skin of the extremities with numerous trophic 
ulcers around the lower half of the right leg. The dermatitis had started in 
1923, and had been treated continuously since its onset without any 
amelioration of the lesion. On February 3, 1944, a right lumbar ganglionec- 
tomy was done. The lymphatic chain accompanying the lumbar trunk was 
found to be considerably hyperplastic, and the site of chronic inflammatory 
changes. Since adhesions surrounded it in its entire length, it was felt at 
the time of operation that because of this inflammation the conduction of 
sympathetic impulses might continue from stimulation due to the inflam- 
matory changes below the level of resection, and that a subsequent femoral 
peri-arterial sympathectomy might have to be done. Following operation, 
the general appearance of the extremity improved and all ulcers healed. 
A new ulcer appeared about one month later. Because of this new ulcer a 
peri-arterial sympathectomy was planned. At this operation, on March 8, 
1944, the entire right femoral artery was found to be completely obliterated, 
and the femoral artery was resected. Following this latter procedure, the 
ulcer healed and the leg remained quite well. Because of the similar skin 
lesion of the left lower extremity, an arteriographic study was done which 
revealed an obstruction in the lower third of this femoral artery. Since no 
subjective symptoms were complained of, the patient chose to return home. 
A follow-up nine months later revealed the right extremity to be in good 
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condition, but the patient complained of some pain in the left lower ex- 
tremity. The last report by his dermatologist showed the status to be 
excellent with no disabling symptoms at the time, 44 months since the date 
of last surgical procedure. Summary: Patient with severe trophic changes of 
skin had moderate response and recurrence following ganglionectomy. 
Arteriectomy eliminated the trophic changes in skin. Result: good. 

Case 9. J. E., a 56-year old white male, injured his right calf in Octo- 
ber, 1945. Claudication ensued which was then followed by a long siege of 
incapacitation. In November he developed a pulmonary infarct for which 
he was hospitalized. During this time he developed a severe phlebitis. Later 
a resection of the right saphenous vein was done. He was then treated with 
various injections for vasodilation and also had saline injections. However, 
none of this treatment helped the patient and when first seen on March 3, 
1947 he had such severe pain in his right extremity that he asked for an 
amputation. On examination, the left femoral artery pulse was palpable, but 
there was no femoral artery pulse palpable on the right. There was a small 
ulceration over the lower third of the right tibia. The skin of the dorsum 
of the right foot and toes was tense and glistening. The fourth toe showed 
evidence of early gangrene. On March 6, 1947 arteriography of the right 
extremity revealed the femoral artery to be completely obliterated from the 
level of the iliac to the popliteal (figure 6). The femoral artery was re- 
sected. Following operation the extremity became pain-free and the toe 
which had shown early gangrenous changes with ulceration returned to 
normal within 48 hours. The pre-tibial ulcer showed a clean granulation 
which subsequently healed. He was discharged from the hospital March 16, 





Fig. 6. Case 9. J. E. Fem- 
oral occlusion from level of 
iliac to popliteal. Well de 
veloped collaterals from iliac 
supplying and filling the 
popliteal artery. 
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1947 in excellent condition, pain-free and able to walk. On July 1, 1947 he 
complained of pain around the ankle of the involved extremity, and since 
a lumbar block relieved him of the pain, he was again hospitalized for a 
further sympathectomy. On July 19, a right splanchnicectomy and a right 
lumbar trunk resection were done. The patient made an uneventful recov- 
ery from this operation until the day before he was scheduled to return 
home when he suffered a left hemiplegia, without loss of consciousness. 
Apparently he had had a cerebral thrombosis. Although incapacitated by 
the left sided hemiplegia, the right extremity showed no evidence of trophic 
changes during a 20-month follow-up period. Summary: Severe pain and 
trophic changes in the extremity of this patient were markedly benefited 
by arteriectomy. Ganglionectomy was performed at a later date for pain 
in ankle. Result: good. 

Case 10. J. C., a 6l-year old white male, revealed a history of inter- 
mittent claudication in the left calf for three months. Because of the 
claudication, he could only walk a half a block at a time. There was no 
previous history of vascular disease. On examination, the patient presented 
marked varicosities of both lower extremities, positive Homan’s sign, and 


femoral pulses palpable at the inguinal ligament only. The dorsalis pedis 
and posterior tibial pulses were not palpable. The oscillometric indices at 
the ankle were zero. On April 29, 1947 an arteriography was done which 
revealed an occlusion of the left popliteal artery (figure 7). On May 5, 
1947 the obliterated segment of the popliteal artery was resected. Following 
the operation the patient was relieved of his claudication, but still had some 
symptoms due to his venous insufficiency. On October 18 the varicosities 








Fig. 7. Case ro. J. C. Mid 
popliteal occlusion. Extensive 
collateral supply. 
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in both extremities were obliterated and now, after 37-inonths’ follow-up, 
he is completely symptom-free. Summary: The patient, with severe claudi- 
cation limiting him to walking one-half block, restored to good functional 
capacity by arteriectomy. Result: very good. 

Case 11. S. G., a 59-year old white male, was admitted giving a history 
of cramplike pains in the right leg, which came on after walking about 
one-half a city block, and which caused the patient to stop and rest. In 
addition, this patient had severe rest pain which necessitated large amounts 
of narcotic affording only partial relief. The only manner in which he 
could get sleep was sitting in a chair with the leg in a dependent position. 
As a result of this posture, the lower right foot and ankle became markedly 
edematous, and distinctly colder than the left foot. On examination, the 
patient appeared ill and apparently suffered a good deal of pain in his leg. 
He was fearful of putting his leg up for examination. All the peripheral 
pulses of the left lower extremity, with the exception of the posterior tibial, 
were palpable and of fair volume. Pulses in the right lower extremity were 
not palpable. The right foot and ankle were markedly edematous, and the 
skin was much colder than that of the left. There were large varicosities 
involving the great saphenous vein on the left side. On July 21, 1947, an 
arteriogram was made showing a complete obliteration of the right femoral 
artery, (figure 8) which was resected at the same time. Marked improve- 
ment was noted on the third post-operative day, and thenceforth the 
patient required little or no sedation. He has since been able to walk 20 
blocks without any pain and has returned to business. He has had 31-months 
follow-up. Summary: This patient had severe functional incapacitation, 





Fig. 8. Case 11. Femoral 
occlusion from iliac level to 
point short of perforation 
through adductor fascia. 
Lower femoral and popliteal 
filled by well developed col- 
lateral vessels 
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Fig. 9. Case 12. Oblitera 
tion of tibial vessels below 
popliteal. Extremely poor col 
lateral supply. 

















incipient gangrene of digit, dependent edema and required large doses of 
narcotics. Arteriectomy restored extremity to full functional capacity and 
cleared up the trophic changes. Result: very good. 

Case 12. F. Z., a 69-year old white female, had developed trophic 
changes in her left foot about three months prior to her first examination 
on August 6, 1947. She had had various treatments without any improve- 
ment. On examination there was necrosis of the left small toe, ulceration 
of the left heel with trophic changes and pain in all of the toes. She was 
hospitalized for study and on August 7 arteriography revealed marked 
plaquing of the femoral and popliteal arteries with loss of the tibial vessels 
(figure 9). A peri-arterial stripping was done. There was a very meager 
collateral supply to the leg and foot. Subsequent lumbar blocks were done 
following the arteriography with real improvement in the condition of the 
foot. This improvement was manifested by the relief of pain and a limita- 
tion of the necrosis in the soft tissues of the foot, although several of the 
phalanges showed x-ray evidence of osteomyelitis and marked osteoporosis. 
Although this patient, if based on her arteriographic evidence, would 
ordinarily be classified in the advanced group of irrevocable changes with 
further surgery contraindicated it was decided, because of the marked bene- 
ficial response to the blocking, to do a complete sympathectomy on this side 
to give her the possible chance of a functional extremity. This operation 
was planned so that a Chopart-type of amputation could be done. On 
September 9, 1947 a left spianchnicectomy and left lumbar trunk resection 
were performed, and on September 26 a Chopart-type of amputation of 
the left foot was done. The flaps remained viable, but abovt two weeks 
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postoperatively, the edge of the plantar flap became necrotic and separation 
of the wound occurred. On October 25 an amputation through the lower 
third of the leg was done. The original criteria for therapy, based on the 
meagre collateral supply, should have been adhered to and a higher amputa- 
tion should have been done primarily. Summary: The patient presented 
obliteration of vessels, marked plaquing and scant collateral circulation and 
was not suitable for arteriectomy. In spite of various procedures amputa- 
tion was required. 

Case 13. C. K., a 35-year old white male, developed a thrombophlebitis 
with edema and mottled discoloration of the right leg in December, 1944, 
which lasted for six weeks. The left side was involved, but the left extremity 
cleared up in a short time. The right leg persisted with its dysfunction 
which was manifested by edema and discoloration. This was intensified 
when he was upon the leg for any great period of time. In November, 1946 
the discoloration became more pronounced. At that time the great toe and 
the adjacent toe showed some redness followed by cyanosis. An ulcer 
developed on the bottom of the great toe and another ulcer upon the medial 
aspect of the adjacent toe. Various treatments were instituted, without 
avail. Cyanosis increased and the ulcerative lesions increased in size causing 
considerable difficulty in walking. Since November, 1946 intermittent 
claudication appeared which persisted to the time of admission. On exami- 
nation, the right leg below the knee was found to be colder than the left. 
The lower half of the leg was pinkish gradually shading into cyanosis in 
the great toe and adjacent toe. A weeping ulcer was present on the under 
surface of the great toe measuring approximately 14% cm. in diameter. 
A similar lesion one-half cm. in diameter was on the medial aspect of the 
adjacent toe. Skin temperature readings showed the toes and foot of the 
involved areas to be 4° cooler than those of the opposite side. On September 
5, 1947 a right lumbar block was done. The skin temperature increased and 
the color of the skin cleared to a healthy pink. For two months following 
this block the patient was comparatively symptom-free. The ulcerations 
decreased in size and only slight edema appeared on standing. At the end 
of this period of time, symptoms began to recur with a return of cyanosis. 
A second block was performed on April 5th, this time with the injection 
of alcohol. Improvement in his symptoms was temporary. The patient was 
admitted to Doctor’s Hospital on June 2, 1947, on Dr. Frederic W. Ban- 
croft’s service. On June 3, 1947, an arteriography was done which demon- 
strated a block of the anterior tibial artery. On June 18, 1947, Dr. Bancroft 
performed a right lumbar ganglionectomy removing the chain from the 
level of the twelfth dorsal to the fourth lumbar. At the same time the 
anterior tibial artery was explored and the occluded vessel was removed. 
The ulcers healed promptly and the patient remained symptom-free after 
a 30-month follow-up. Summary : Cold, cyanotic and painful extremity with 
trophic changes was restored to normal functional capacity and healing of 
trophic changes by arteriectomy and ganglionectomy. The ganglionectomy 
done to insure a wide denervation. Result: good. 

Case 14. M. A., a 49-year old white male, was first examined on 
February 5, 1949. His chief complaint was inability to walk more than 


one-half block because of severe cramp in left calf. About one-and-a-half 
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Fig. 10. Case 14. Obstruction 
in femoral artery. Adequate col- 
laterals bridging defect. Com- 
mon, anterior and posterior tibiai 
arteries seen but they thin down 
to a point and no vessels of any 
kind seen beyond. This is typi 
cal of spastic obliteration. 





years previously he had developed pain in the right leg while on a fishing 
trip. This pain was present only on walking. At that time he was treated 
with intravenous saline infusions. His disability remained static until two 
weeks prior to examination when he suddenly had a severe episode of 
cramp-like pain in the left calf which limited his walking to distance of 
one-half block and produced severe cramping of the left calf. Occasionally 
he had a prickling sensation in both feet. At no time did he ever notice 
any change in color of the skin of his feet or legs. There was no history 
of swelling and no evidence of any trophic changes. No symptoms referrable 
to his upper extremities. Vascular study showed no cardiac impairment. 
There was some tortuosity of the thoracic aorta. Blood chemistry was 
within normal limits. Oscillometric indices at both ankles, pre- and _ post- 
lumbar block, were zero and no pulses were_palpable in the feet. Dermother- 
mic study of the toes of the left extremity under controlled environmental 
temperature showed a mean rise of 15.6° F. Arteriography revealed a small 
segment of occlusion distally in the femoral artery of both lower ex- 
tremities (figure 10). There was good collateral bridging of the occluded 
segments but there was considerable spasticity of the leg vessels. Excision 
of the occluded segments was done on March 2 and 9, 1949. Following 
operation, the cramp-like pains in the calf were eliminated but he still had 
functional incapacity manifested by a “tightening” sensation in the left 
thigh. The right extremity gave him no trouble. Six weeks postoperatively 
a left lumbar block at controlled environmental temperature raised the sur- 
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Fig. 11. Complete obstruc- 
tion of trifurcation of aorta, 
iliac and femoral arterics. 


face temperature of the toes an average of 15.6° T°. High elevation of the 
feet produced no plantar pallor. About four months later perspiration in 
the extremities increased and rubor appeared. Episodes of burning sensa- 
tions occurred sporadically which were relieved by Priscoline. This result 
Was unsatisfactory and it was felt that because of the marked vaso-spasticity 
originally noted, ganglionectomy was indicated. The patient, while south on 
vacation, recently had bilateral ganglionectomy performed by Dr. George D. 
Lilly of Miami, Florida. At present, it is too close to operation for evalua- 
tion of this sympathectomy. Summary: Functional incapacity because of 
severe claudication improved only slightly by arteriectomy. A subsequent 
ganglionectomy was done. Result: poor. 


SUMMARY 


1. A study of extremities with obstructed arteries was made to see 


whether the obstruction might initiate impulses which further impair 
the arterial circulation. 


2. It is believed that vasoconstriction is maintained in the affected ex- 


tremity as long as the obstruction exists—in spite of any previous 
denervation or conservative therapy. 
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Fig. 12. Bilateral obstruc- 
tion of terminal iliac and 
femoral arteries. 





3. Arteriectomy served to restore functional capacity and regression of 
trophic changes in selected cases. 

4. The contra-indications for conservative surgery and the selection of 
patients for adjuvant surgery is indicated. 

5. A group of cases with long follow-up periods are presented illustra- 
ting some of the varieties of arterial obstruction and the results which 
may be obtained by this surgical approach. 


I am indebted to Dr. Frederic Wolcott Bancroft for permission to include his case (13) in this series 


and to Dr. Margaret Stanley-Brown for her case (7). 
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Steroid Hormones in 


Geriatric Practice’ 


Joseph L. DeCourcy, M.v.t and Cornelins B. DeCourcy, M.vd.t 


ERTAIN steroid hormones and their congeners are now recognized as 

therapeutic agents of established value in many geriatric conditions. 

These hormones are androgens, estrogens, and steroids of the adrenal 
cortex. Basic research and clinical studies are clarifying the pharmacological 
as well as the physiological effects of these highly active drugs. As such 
knowledge increases, clinical applications are extended. The new developments 
which are appearing so rapidly involve so many ramifications that any specula- 
tion about the possibilities of the future would seem hazardous. Many 
authorities are convinced, however, that new high levels of medical achieve- 
ment are being swiftly approached. When they are realized, geriatrics may 
well become the most gratifying division of medical practice. 

Until very recently, clinicians considered the available preparations of 
androgens and estrogens as mere sex hormones—that is, simply as exogenous 
replacements for deficiencies of endogenous hormones. Now, however, the 
anabolic effects of steroids secreted by testis, ovary and, of course, adrenal 
cortex also are widely utilized. 

Androgen-induced protein synthesis and tissue reconstruction are used 
to advantage in preparing extremely weak patients for major surgery and in 
promoting postoperative convalescence. Cachectic patients often respond 
gratifying to this treatment. Hence, in a number of leading clinics, such use 
of androgens has been made routine. Methyl testosterone in linguet form for 
buccal absorption is especially convenient and inexpensive. 

Estrogens, as well as androgens, induce retention of nitrogen and cal- 
cium and cause increase in protein of bone and in other tissue. Estrogens 
have been found valuable in treating postmenopausal osteoporosis. Similarly, 
in both male and female geriatric patients with pathologic fractures, deriva- 
tives of testosterone are of generally recognized efficacy. 

In advanced carcinoma of the breast, the so-called male and female sex 
hormones have just received recognition as a third weapon where surgery 
and irradiation can no longer be of aid. Such use of these steroids is still 
quite empiric, although some authorities suggest that the palliative effective- 
ness results primarily from anabolic influences of the hormones. A general 
stimulative effect of androgens, however, has been remarked in such therapy, 
and may involve some obscure over-all enhancement of certain physiologic 
processes. . 





*Read at the seventh annual meeting of the Amer- *DeCourcy Clinic, Cincinnati, Ohio. 
ican Geriatrics Society, New York City, June 2, 1950. 
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It may be that the total anti-cancer effect of any steroid is more profound 
and more specific than are anabolic influences. Cytologic studies suggest, at 
least in certain reported instances, a direct inhibitory or even destructive 
action on cancer cells in human beings. A possible factor is alteration of the 
hormonal substrate—that is, a change in the equilibrium of the steroids in 
the environment of the tumor cells. 

Perhaps the tissues of the cancer patient may convert some of the andro- 
gens or estrogen to some unknown steroid, vastly more potent in its anti- 
cancer effect than the hormone administered. Informal and preliminary re- 
ports, not yet published, suggest that highly potent anti-cancer steroids, 
free of serious side effects, may eventually be made available for clinical use. 
Such compounds, however, are still undergoing experimental rather than 
clinical tests. 

High dosages of androgens and estrogens in cancer patients have brought 
to light certain additional and most interesting pharmacological if not physio- 
logical effects of these steroids. An outstanding example is the marked hema- 
topoietic effect of androgens and, to a lesser extent, of estrogens in patients 
with refractory anemias. In fact, high dosages of androgen over a prolonged 
period may lead to actually excessive production of red blood cells so as to 
cause a polycythemia. Increased vascularization of the senile skin, together 
with relief of pallor, disappearance of wrinkles, and a sort of pseudo-rejuven- 
escence, has been observed in some elderly women treated with large doses of 
estrogens. In a few instances gray hair has been replaced by youthfully pig- 
mented hair. Obviously, of course, such incidental side effects have no practical 
application, and must be recognized as accompaniments solely of dosages so 
high as to produce severe adverse effects. Some may speculate that, in the 
distant future, it may be possible to design steroids which will produce the 
desired favorable effects without untoward reactions. 

A further finding in male and female geriatric patients treated with 
relatively large doses of androgen does have clinical significance : Stubbornly 
resistant eczema and fungous infections, especially of the feet, may be 
benefited strikingly. Complete relief has been reported in some cases. Never- 
theless, no published information appears to be available as yet as to the 
duration of such relief. 

In advanced carcinoma of the prostate, estrogens are at least occasionally 
more than mere palliatives. At times, high estrogen therapy may render 
operable a previously inoperable case. Some clinicians have reported that, 
in certain patients, progesterone may be palliative or even cause marked 
regression when estrogen administration has resulted in failure. 

The numerous steroids of the adrenal cortex now seem to offer ever 
greater promise than their close chemical relatives of ovary and testis. 
Besides synthesizing androgens, estrogens, and progesterone in minute quan- 
tities, the versatile adrenocortical tissue produces cortisone, or Kendall's 
Compound E, together with far larger quantities of Compound F, and in 
small amounts, a score of other steroids, including 11-desoxycorticosterone 
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which has been used for many years to save the lives of patients with Addi- 
son's disease. 

Already definitely established is the fact that steroids of the adrenal cortex 
bring impressive amelioration in diseases primarily involving collagen. Col- 
lagen is the chief organic constituent of connective tissue. Rheumatoid arth- 
ritis, the outstanding collagen disease, may be markedly benefited by desoxy- 
corticosterone and, in greater degree, by cortisone. At the same time, how- 
ever, the problem of minor and major side effects looms large. Steroids are 
potent agents, with profound influences that extend throughout all the tissues 
of the body. 

Cortisone in high dosage can halt the healing of wounds in any part of 
the body by halting growth of granulation tissue. Desoxycorticosterone, in 
contrast, promotes the exuberant growth of granulation tissue and speeds 
wound healing in experimental animals. A happy equilibrium between steroids 
may ultimately be found. Indeed, in the normal state, such an equilibrium is 
maintained by the cortex of the adrenal, as carbohydrate-regulating steroids 
are balanced against salt-regulating hormones, particularly desoxycortico- 
sterone. As these newer hormones become available in larger quantities for 
clinical use, the problem of side effects may be solved by achieving a balance 
through multiple steroid therapy, which thus will simulate by exogenous 
means the normal balance of endogenous hormones in the healthy individual. 

The implications of the new findings with corticosteroids extend far 
beyond the problems of rheumatoid arthritis and diseases of collagenous and 
other tissues derived from mesenchyme. These steroids are involved in cer- 
tain types of allergy, certain types of hypertension, abnormal metabolism of 
proteins and fats as well as carbohydrates, abnormal responses to stress, 
emotional disturbances and a variety of dysendocrinisms. Cortisone and some 
other corticosteroids have the capacity to cause dissolution of certain types of 
lymphoid tumors and to bring about at least temporary remissions in certain 
types of leukemia. 

Corticosteroids are being assayed in scores of diseases, many of which 
are of prime interest to geriatrics. The diversity of physiologic phenomena 
affected by these steroids is vast, and the complexity of relationships within 
the body chemistry is overwhelming. It would appear that the new steroid 
additions to the armamentarium of the geriatrician must be regarded as agents 
practically of a new order, hitherto inconceivable to conservative physiologists 
and pharmacologists. 

It is already known that degenerative conditions of collagen and other 
components of connective tissue can be startlingly ameliorated—that is, major 


pathological changes in connective tissue can be reversed to a remarkable 
extent. And, it is to be emphasized, connective tissue changes associated with 
degenerative diseases of advanced life have long been considered inevitable 
as necessary accompaniments of the flow of time. Now the gerontologist at 
last becomes fully aware that time is not toxic. Protoplasm, the staff of human 
‘life, must be viewed as the world’s most plastic material, even in the late 
phases of growing old, 














Manifestations of Psychoneuroses 
Occurring in Later Life’ 


Hollis E. Clow, m.v.t and Edward B. Allen, m.v.}t 


HE stresses peculiar to civilization must inevitably produce psycho- 

neurotic symptoms in a variable degree in all of us at some period 

during life. But if these reactions are not disconcerting to others in 
our environment, unduly disabling to ourselves, or are comparable to the 
reactions of those with whom .we associate daily, then we cannot give them 
clinical significance or label them as psychopathological. 

A psychoneurosis is a psychopathological syndrome characterized chiefly 
by special combinations and manifestations of anxiety, phobias, compul- 
sions, depression and conversion phenomena. These symptoms demonstrate 
sufficient force and display of tension to make them apparent to others. 


A PSYCHONEUROSIS should be differentiated from a psychosis. A psycho- 
neurosis is a partial reaction or defense against reality. The patient is aware 
of reality and reacts as if it had the same meaning for him as for the rest of 
the community. There is no qualitative change in his attitude toward reality, 
although its quantitative value may be altered, usually to a diminishing 
degree. The psychoneurotic appreciates that something is wrong with him, 
but is unable to help himself. A psychotic patient shows a total reaction and 
crects a complete defense by denying and distorting reality both qualitatively 
and quantitatively. 

A psychoneurotic usually seeks help. He is apt to become impatient and 
want immediate relief. He makes up the majority of the practicing psy- 
chiatrist’s clientele and of that of the general medical practitioner and spec- 
ialist as well. He may be considered to have a more unstable nervous system 
that the average individual. This instability is demonstrated in the func- 
tioning of his nervous system, particularly of the autonomic or vegetative 
divisions, rather than in any structural pathology. The psychoneurotic dis- 
plays greater emotional variation and tension than the adequate individual. 
H« is more conscious of his body and of the sensations arising within it. 
He has greater difficulty reacting comfortably to external stimuli and is 
more vulnerable to the discomforts, rivalries and erotic tensions arising 
from interpersonal contacts. 


rercicienues are generally suggestible. They react to any newly 
quoted panaceas, find consolations in new religious philosophies, and may 
join quickly any mass movement seeking improvement or change in the exist- 


*Read at the seventh annual meeting of the Ameri- Hospital, Westchester Division. 7 p ' 
can Geriatrics Society, New York City, June 3, 1950. +7*Senior assistant psychiatrist, New York Hospi 
;Director of laboratories and internist, New York _ tal, Westchester Division, 
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ing order of things. Their maladjustment is usually evident in the early 
decades of life. They are the people who not only find they cannot do some- 
thing the majority of their associates do with comparative ease, but they 
develop an increasing amount of fear and resistance to this something and 
evade it as far as possible. They blush in company; they cannot stand con- 
veyance by certain methods of transportation; they are uncomfortable with 
people out of their social and economic class; they cannot eat certain foods 
or drink certain fluids; they are upset by a movie, a serious drama, or a 
book that presents a point of view which is new or contrary to their fixed 
beliefs. 

They naturally become greatly concerned about their bodies and their 
inner distress. They pamper themselves and seek others to wait upon them. 
They like to enumerate to friends the numerous doctors they have seen and 
are as proud of the number of their operations as the hunter of his trophies. 

The psychoneurotic rarely strikes a happy medium. He either ignores 
or carries to extremes the timely advice of his physician. He sometimes 
concentrates on his diet to the point where his fear and varied instructions 
leave him with little else than water and vitamin pills for his ingestion. A 
trip to a different climate seems continuously imperative. Yet in spite of 
all the varied knowledge and attendant anxieties and fears the psycho- 
neurotic develops, he seems to weather the storm and often looks younger 
for his years than his more vigorous brother. 

The tensions that arise in the human body seek methods of expression. 
If they do not soon find adequate instinctive and emotional release, they 
direct their force to that functioning system of the body which is most 
vulnerable. The system selected for the absorbing of tensions is dependent 
upon factors yet unknown. Undoubtedly heredity influences and predisposed 
constitutional weaknesses are of etiological significance. The tensions often 
select the digestive, respiratory, reproductive, excretory or muscular systems 
in which to produce distressing symptoms, but such sites of selection and 
the accompanying distress usually do not shorten objectively the course of 
the patient’s life although they often seem to favor the development of 
organic conditions in the system affected. When the circulatory system 
serves to express these tensions, hypertension may arise and arteriosclerotic 
lesions develop which shorten the life span with cardiac or cerebrovascular 
accidents. 

It can be seen that advancing age with its special biological, social and 
environmental circumstances influences the clinical picture of emotional as 
well as physical disorders. In treatment, prognosis and prevention of the 
emotional disorders of the aging, it is informative to consider the indi- 
vidual’s personality development with reference to his assets in meeting the 
problems of later life. 


A CLINICAL STUDY 


Ix ORDER to demonstrate some of the features of psychoneurosis occurring 
in later years, a study was made of 67 patients who were past the age of 60 
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at the time of their consecutive admission to the New York Hospital, West- 
chester Division. The study covered a period of 14% years between January 
1, 1935 and July 1, 1949. Forty-four of the patients were women and 23 
were men. In January 1950, follow-up studies were made, usually by letter, 
to the relative who was responsible for the patient during the period of 
hospital treatment. Such follow-up information was available in the cases 
of 57 of the 67 patients. The median follow-up period was 18 months and 
extended over periods of up to 15 years. 

The median age of both the men and the women was 65 years. All 
patients, except one, were admitted on a voluntary basis. Their intellectual 
capacities were high. All of them had been selfsustaining in varying degrees, 
while many had been extremely successful, particularly in the case of the 
men. One-third of this group over 60 had attended college while another 
third had been to high school. 

The family histories of these patients appeared relatively free of severe 
mental illnesses with 46 of the 67 patients having no family history of 
mental disorders. A history of psychosis was present in the families of only 
ten while eccentric or unstable members were noted in the families of 
eleven. 

An attempt was made to estimate the adequacy of the patient's per- 
sonality prior to the present illness. On a basis of the presence or absence of 
apparently unsatisfactory personality adjustment, but with due regard to 
what the patient had been able to accomplish, it was judged clinically that 
21 of the 67 patients had had adequate personalities, while 28 showed con- 
spicuous neurotic traits which did not often seem to interfere with their 
generally satisfactory adjustment. Thirteen patients had made a fair life 
adjustment with more frequent disabling episodes while five had suffered 
consistently with neurotic difficulties. 

A large majority of the patients were married or widowed. Sixteen of 
the 23 men were married, two were widowed and five were single. Twenty 
of the 44 women were married, 16 were widows, seven were single and 
one had been divorced. In the total group the histories indicated that an 
adequate heterosexual adjustment had been made by 29, a fair adjustment 
by 16 and a poor adjustment by 22. Eight married women had been frigid 
and three were poorly adapted sexually. 

Five of the seven single women professed to be disinterested in men 
and expressed no concern with the situation, while two worried about 
continued autoerotic activity and spontaneous orgasms. Four of the five 
single men disclaimed having had any sexual interests. The other worried 
about early autoerotic practices. No history of overt homosexual interest 
was noted in the total number of patients except in the case of one single 
woman, who felt guilty about such an episode which had occurred in 
adolescence. 

These expressed attitudes of the majority of the patients naturally repre- 
sent only a surface reflection of the psychosexual adaptation without further 
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evidence except by inference to their dynamic significance. In contrast to 
the concern with problems of sexual urges so frequently expressed by 
younger psychoneurotic patients, this group of older patients generally 
showed little preoccupation with sexual matters. The most common trends 
in this group, whether spontaneous or elicited, were related to physical com- 
plaints, sometimes real but usually exaggerated. This appeared particularly 
true in the better adjusted patients who had not developed a psychoneurosis 
until faced with the insecurities of aging. Although usually not upset by the 
discussions of sexual matters, they did not appear particularly interested 
and ordinarily did not have much to contribute on the subject. One man 
expressed the fear that he might become impotent. Although it is to be 
presumed that many may have had sexual concerns, they appeared from 
their trends of thought to be more concerned with the threat of other 
insecurities and deprivations. 


oe one-quarter of the men and one-half of the women had_ been 
abstainers from alcohol. No women were considered to have been alcoholics. 
It is of interest to note that two men who had been known as periodic alco- 
holics, were said to have developed their psychoneurosis in both cases about 
a year after swearing off alcohol. The remainder of the men and women 
varied from occasional to moderate social drinkers, without alcohol playing 
any obvious direct part in their conditions. None of the men were considered 
to take drugs to excess while three women had depended on barbiturates to 
the point of addiction for tension, insomnia and other complaints. 

Forty-four of the group of 67 older patients had had previous definite 
attacks of mental disorder for which 22 had been hospitalized. Except in the 
cases of three, these attacks had been psychoneuroses. Two of the three 
exceptions had had initial attacks of manic depressive psychosis in their 
twenties followed by several subsequent psychoneurotic episodes. The third 
had been considered to have paranoid dementia praecox in adolescence and 
had later had three psychoneurotic upsets. 

Of the 44 patients who had had previous definite attacks, 21 had had 
one episode, 11 had had two, five had had three, five had had four, one had 
had five, and one had had six. Five of these, including three men and two 
women, had suffered from what might be considered life long neuroses 
with much treatment and occasional hospitalization. The three men had 
nevertheless done well in their professions while the two women seemed 
considerably restricted in their adjustinent. 


= precipitating factors were considered due to adequate external 
factors in 50 patients while in 17 more indefinite inner maladjustments 
seemed to have caused the illness. A relatively stable personality usually 
requires some definite external situation to produce an attack. This is seen 
_in the fact that of the 50 patients whose disorders were a response to 


adequate precipitating causes there were 21 who had had no previous 
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attacks. On the other hand in the 17 patients where the precipitating causes 
seemed inadequate only two had been free of previous attacks. These facts 
indicate that there are many people who have previously met their problems 
successfully who are vulnerable to special emotional problems of aging. 

It appears that the precipitating causes comprised a number of factors 
affecting the security of the aging person. The most common factor was 
that of death, usually of a husband or wife, which occurred in 17 of the 50 
patients in whom external precipitating causes were obvious. Worry over 
real physical conditions with the fear of disability and insecurity was 
present in ten patients. Ten other patients appeared upset by problems of 
finances, business or retirement, breaking up the home, or becoming a bur- 
den, concern over the necessity of moving into a new and strange environ- 
ment was prominent in six patients. Usually a combination of such pre- 
cipitating factors was present so that the patient seemed actually to be in an 
unfortunate and difficult situation. These are all serious problems of 
advancing years which are very deep threats to a person too old to make 
new adjustments easily. 

It might be thought that in women the menopause would be a difficult 
period which might precipitate many psychoneurotic disorders. However 
of the 44 women in this study, 14 had had distinct psychoneurotic disorders 
before the menopause, and in six these had occurred before the age of 25. 
In three patients the first psychoneurotic illness occurred during the meno- 
pause. Eleven patients had their first psychoneurotic disorder some years 
after the completion of the menopause. The histories showed that 16 patients 
who had had previous episodes suffered no emotional disturbance during 
their menopause. 

Forty of the total group of 67 patients studied suffered from psycho- 
neurosis mixed type. This illness was in most cases characterized by hypo- 
chondriasis, anxiety and by some degree of depression. Reactive depressions 
occurred in 17 patients, hypochondriasis was present in five, anxiety state 
in three and psychasthenia or compulsive obsessive neurosis in two. The 
mixed type of psychoneurosis predominated whereas other more specific 
clinical types, such as anxiety states and anxiety-hysteria, were missing or 
few in number as compared with their greater frequency in the 623 patients 
with psychoneurosis under the age of 60 who were admitted during the 
same period of time. Although the numbers in the two groups are not 
comparable, this suggests a more diffuse psychoneurotic reaction in older 
people with a marked depressive element consistently present. 

The median length of illness before admission to the hospital was four 
months while the median length of hospital treatment for the 67 psycho- 
neurotic patients over the age of 60 was three and a half months. There 
was no essential difference in either respect between the men and women. 
The longest period of hospital treatment as might be expected was in the 
case of a patient with psychoneurosis psychasthenia who left the hospital 
recovered after four years. 
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As a group these older patients with psychoneuroses were very well 
preserved physically and it was definitely noted on examination that ten 
appeared much younger than their actual ages, sometimes from ten to 
20 years. In only one case was it noted that the patient appeared older. 
On physical examination the majority did not show definite vascular evi- 
dences of aging. The median blood pressure was 140/80. Only nine of the 
67 patients had a blood pressure greater than 150/90. Six of the nine 
patients with hypertension showed five much improved and one recovered 
from their emotional disorder up to three and a half years on the longest 
follow-up. The remaining three did not do well. Only four patients had 
evidence of marked arteriosclerosis, 14 showed moderate retinal or periph- 
eral artery sclerosis or both, 17 showed mild changes while 20 showed 
no clinical evidence of sclerotic changes. That is to say, 37 or almost one- 
half of the patients in this group over 60 showed little or no evidence of 
arteriosclerosis on physical examination. 

At the time of leaving the hospital 24 patients had recovered, 20 were 
much improved, 16 were improved and only seven were unimproved. After 
a median follow-up period of 18 months, 47 patients, or over four-fifths of 
patients on whom follow-up studies were available, had been recovered or 
much improved for periods up to 15 years. Eleven had died. It is of interest 
to note that 15 of the patients were 70 years or more of age at the time of 
admission with the oldest 79 years old and with a median age of 75. 
Follow-up reports received on 11 of these after periods of from five months 
to eight years showed that five had recovered and two were much improved. 

Sixteen of the patients had follow-up periods of from four to 15 years 
with a median of five years. Of this number eleven are still well and two are 
much improved and able to work and carry on their usual activities. Of the 
remaining three who died, one continued well for the five years until his 
death, the second remained much improved until his death after seven 
years, and the third was much improved on discharge but after six months 
developed progressive evidence of cerebral arteriosclerosis which caused his 
death five years later. 

Four of five patients who had had nearly lifelong severe neurotic his- 
tories maintained the capacity to recover from further psychoneurotic epi- 
sodes in the later period of life while the fifth died. A successful man of 79 
with the definite history of a psychoneurosis for 63 years, who had had 
many disabling episodes and received much treatment previously, remains 
recovered at the age of 87. A man of 74, who had had a psychoneurosis for 
40 years, recovered from a disabling episode and continues his work. A 
third man, whose disabilities extended back for 30 years, was unimproved 
after a short hospital stay and died of a perforated peptic ulcer within two 
weeks after leaving the hospital. Two women, who had had marked psycho- 
neurotic complaints for 48 and 32 years respectively, were both much im- 
proved and functioning reasonably well after several months of hospital 
‘treatment. 
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The effect of hospital treatment in relieving this group of patients over 
the age of 60, who were suffering from psychoneurotic disorders, was very 
impressive. Those who had been upset for months often showed rapid 
improvement in a stable, secure and well regulated hospital atmosphere. 

On admission to the hospital many of the patients were depleted physi- 
cally as a result of disorganized habits of living. Due to such factors as 
improper diet, inadequate food, poor elimination and insufficient rest, the 
patient sometimes showed a mental picture with mild evidences of confu- 
sion suggesting the possibility of arteriosclerotic brain disease. Indicated 
medical treatment was instituted and in these cases there was rapid dis- 
appearance of suggestive organic mental symptoms. Furthermore, patients 
were encouraged to take a more realistic attitude toward other physical 
conditions which might be present and to understand that they were not 
as disabling as they had feared. 


eee was also directed toward reassuring the patient, work- 
ing out various problems of hostilities toward younger members of the 
family and helping institute more definite plans of living. In this the phy- 
sician often talked with members of the family to aid in a readjustment. 
Attempts were also made to help the patient gain insight into other contribu- 
tory emotional problems which might have a bearing on his condition. 
Reassurance was very important. A program of planned activities was fur- 
nished to stimulate interests, friendships and to enable the patient to culti- 
vate more outlets of self-expression. 

Shock therapy, when indicated, was sometimes definitely useful in the 
treatment program of psychoneurosis occurring in patients over 60. Ten 
patients received electric shock and one received metrazol with excellent 
results in three, good results in five and transitory good results in three. 
Nine other patients had received electric shock treatment elsewhere. Most 
of them had received temporary benefit while two complained that the 
treatment made them feel sick and objected to having more. 

It is of interest that in the group of 17 patients over 60 who suffered 
from psychoneurosis, reactive depression, only two received electro-shock 
therapy at this hospital. Both of these obtained a good effect from the treat- 
ment. Of the remaining 15 patients with reactive depressions who did not 
receive shock treatment however, ten recovered and three were much im- 
proved on leaving the hospital after a median hospital stay of two months 
which was less than median hospital stay of three and one-half months for 
the total group of 67 patients. 

The following case report of a lifelong psychoneurotic illustrates many 
of the foregoing observations: 

Case report: A single scientist, age 79, voluntarily entered the New 

York Hospital, Westchester Division. A rheumatic arthritis had intensified 

his usual apprehensive, depressive and worrisome temperament. He came 

of a long-lived English-Swedish family in which the men had professional 
interests and the women were emotionally vulnerable. Aside from dysentery 
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and mumps at nine, and a period of somnambulism, he had a normal life up 
to the age of 16. 

Since the age of 16, when he entered college, he had had recurring 
neurotic episodes, starting with self-consciousness and palpitation when he 
recited in classes and before examinations. As he grew older, he suffered 
from nervous indigestion, irregular bowel movements, intermittent pains 
in various parts of his body, exhaustion after exercise, and poorly controlled 
erotic impulses. He had sufficient financial funds to indulge his psychoneu- 
rosis. He saw all the prominent and successful internists, psychiatrists and 
neurologists. He took trips, rest cures, and all forms of psychotherapy 
including psychoanalysis, and the drug therapy he received through the 
years was sufficiently varied and ample to stock an urban pharmacy. He 
passed through alternating cycles of sedative and stimulating medications. 
Diathermy massage, special diets, bacterial vaccines, and endocrine products 
were not forgotten. 

All of this medical and psychiatric attention offered temporary or 
partial relief, but new symptoms would soon appear in another part of 
his body. He would be directed from physical to mental symptoms or from 
mental back to physical distresses again. His case report read like a 
history of each succeeding school of psychiatric thought and medical therapy 
through the past half century. 

Although previously diagnosed as neurotic with cerebral arteriosclero- 
sis, he entered the hospital with comparatively little evidence of peripheral 
or retinal arteriosclerosis. The only positive physical findings were pyorrhea, 
carious teeth, right dorsolumbar scoliosis, hyperopia, incipient cataract of 
right eye, and arthritis of left wrist and hand. His blood pressure was 
142/78. Clinical laboratory studies were negative. 

While critical, tense, and worried on admission, he was extremely 
amenable to suggestion. He was soon smiling and amiable if allowed to 
boast of his scientific achievements and of the way in which his psychoneu- 
rotic symptoms had circumvented the efforts of the best medical minds of 
his lifetime. He was sometimes preoccupied and absent-minded, but his 
remote and recent memory were intact and there was no evidence of any 
organic clouding of his perceptions. 

His mental improvement was concomitant with a subsidence of his 
arthritis with heat and vitamin therapy. He left the hospital after two 
months much improved in spirit to return to his business firm where it was 
imperative he come to the assistance of his associates. He prevented busi- 
ness reverses and increased production with his inventive skill. He was as 
comfortable and content at his club as in previous years. Eight years later, 
when he was 87, it was reported that he was going to his office every day, 
was interested in his work and managing it satisfactorily. He wrote to a 
friend that many of the physicians who attended him had passed away, but 
he was still alive and had his neurosis. 


SUMMARY 


Some of the characteristics of psychoneurosis have been discussed 
with particular relation to older patients. The records of a group of 67 
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patients over 60 years old at the New York Hospital, Westchester 
Division, indicate that 23, or over one-third, had never had a clinical 
episode of emotional disorder until after the age of 60. Forty-four 
patients had had previous attacks for which 22 had been hospitalized. 
The previous attacks had been psychoneuroses except in three patients 
of whom two had been admitted to a hospital in early adult life with 
manic-depressive psychoses, and one had been reported to have had 
paranoid dementia praecox. 

The family histories in 46 patients showed no emotional disorders 
while psychoneuroses or definite instability were present in 11 and one 
or more psychotic reactions had been present in the families of ten. On 
physical examination, 37, patients showed only mild or no evidence of 
arterioclerosis of the retinal or peripheral vessels, and only nine had 
definite hypertension.. 

‘ifty patients showed external precipitating factors considered ade- 
quate to cause their illness. The usual psychoneurosis in this group was 
of the mixed type showing a diffuse symptomatology with few of the 
pure clinical types. Spontaneous sexual trends were uncommon while 
somatic complaints were frequent. 

These patients responded promptly to hospital treatment. The median 
length of hospital treatment was three and a half months compared with 
a median of five months in the 623 younger patients admitted with 
psychoneurosis in the same period. After a median period of 18 months 
and extending up to 14 years, 47 of the 57 patients with follow-up reports 
were recovered or much improved and about their usual activities some 
at very advanced ages. The great majority of the patients did well with- 
out electric shock therapy which was occasionally used when indicated. 
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Some Basic Principles of 


Geriatric Anesthesia 


Melvin L. Bernstine, M.v.* 


iru the rapid advances made in medicine in the past two 

decades, and the concomitant increased life expectancy of the 

individual, more and more elderly patients are coming to sur- 
gery. In the period of a few months I have seen three patients in the tenth 
decade and one in the eleventh undergo surgery and recover without 
untoward consequence. Just as in internal medicine and in surgery special 
methods have been formulated for the care of these patients, the same is true 
for anesthesiology. 

Although an elderly patient may exhibit no pathologic process on 
laboratory and physical examination, he cannot be considered in the same 
light as a younger individual who also has no positive evidence of disease. 
Certain of the changes which occur with age strongly affect anesthetic man- 
agement. The vessels show sclerosis with a corresponding decrease in 
elasticity and ability to accommodate too large changes in pressure. The 
vessels may be too brittle to withstand an increase in pressure, such as that 
of anoxia, and so rupture, or be unable to contract and sustain the peripheral 
resistance to maintain blood pressure, as in spinal anesthesia. 

The heart is never as strong and the myocardium demands at all times 
a full supply of oxygen. Even if there is no evidence of coronary disease, 
there is always some coronary sclerosis in this age group and an attack 
may be caused by a bout of anoxia. The functions of the liver and kidneys are 
decreased and these organs cannot stand any strenuous insults. 

The metabolic rate is lower and the demand for oxygen is less in 
geriatric patients. In spite of this there is usually some degree of anoxia 
present, usually of the stagnant type. The peripheral circulation is slower. 
Any method which will deprive the patient of adequate oxygen, such as a 
forced nitrous oxide anesthesia, or which will depress the respiratory and 
circulatory centers, such as any deep general anesthetic, should be avoided. 


PREMEDICATION 


Pcs EDICATION plays an important part in all anesthetics, but in the older 
group the greatest judgment must be exercised in its administration, as 
the point of maximal effectiveness is very small as compared with that of 
younger patients. It is very easy to overdose these patients, depressing both 
the respiratory and circulatory system and making it difficult and dangerous 
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to administer any form of anesthesia. On the other hand, one can be overly 
cautious and administer such small doses that no effect at all is had. The 
barbiturates had best be avoided completely as they are poorly tolerated, 
depress more than usual, exhibit prolonged action and cause disorientation 
in many of these patients. Since they are used chiefly the night prior to 
operation, chloral hydrate makes an effective substitute. This is a safe drug 
which in therapeutic doses causes natural sleep and sedation without any 
medullary depression. It can be given in doses of one to two grams with 
some diluant or material such as syrup of cherry to flavor it. If desired, a 
small dose, perhaps 50 milligrams, of Demerol may be employed, since 
in small amounts this drug does not cause respiratory or circulatory depres- 
sion. Doses should be smaller than those used normally and should not 
exceed 75 milligrams, depending upon the general condition of the patient. 

Atropine should be used as a drying agent and should be given in full 
doses of at least 0.6 milligrams, since the heart is usually relatively free of 
vagal control in the aged and large doses have little effect on the cardiac 
rhythm. Many of these patients will tolerate 0.7 milligram of atropine. 
Scopolamine should be avoided as it may cause disorientation and make the 
patient difficult to manage. The same effects can be had with atropine with- 
out the possibility of cortical depression. Morphine may be used in doses 
ranging from five to eight milligrams. In an occasional case, ten milligrams 
may be used, but certainly never more. This drug apparently has a beneficial 
effect on the heart and is preferable in cardiac cases, but it should be remem- 
bered that it has a tendency to produce nausea. It is not wise to offer an 
empirical method of premedication for geriatric patients. However, with 
the use of chloral hydrate the night before and Demerol and atropine prior 
to operation, the majority can be adequately premedicated. 


REGIONAL ANESTHESIA 


EGIONAL anesthesia has wide application among older patients and 

is the safest method in many instances. The elderly patient, with a 

higher threshold of pain, will not object to the sensations of touch 
and pressure. This attitude allows for easier administration of the regional 
anesthesia. This form of anesthesia, if carefully controlled, has the least dis- 
turbing effect on the metabolic processes of the individual. 

The commonest form of regional anesthesia is spinal injection, which 
can be used in operative processes below the umbilicus and involving the 
lower extremities. Excellent control is possible if the level is watched care- 
fully. A minimal dosage should be used as these patients require a relatively 
smaller amount than younger persons for the same procedure. In all cases 
it is wise to have an infusion ready to combat any possible fall in blood 
pressure, and if there is real concern, as in a hypertensive patient, the 
infusion should be running before the anesthetic is administered. This offers 
a route for administration of an analeptic with immediate action. Analeptics 
must be used carefully in small doses as in many cases the characteristic 
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response is exaggerated. Many times the result is a severe rise in blood 
pressure when hypotension is absent or small. Naturally, this is not to be 
desired because of a danger of a cerebral accident. I hesitate to use these 
drugs prophylactically because I feel that by their intravenous adminis- 
tration an immediate response may be had. If they are given empirically 
many times, there will be an intense rise in pressure with some discomfort 
to the patient and the possibility of a rupture of a cerebral vessel. 

Saddle block anesthesia is a form of spinal anesthesia, differing only in 
that the region affected is extremely localized. The injection, if done prop- 
erly, causes no drop in blood pressure as the agent is kept below the second 
lumbar segment where the white rami end. It demands a small volume of 
fluid, and is made in a low interspace with the patient in a sitting position 
and kept so for a definite period of time. It has the disadvantage of causing 
a high percentage of post-spinal headaches. It is a safe and useful method 
in transurethral, perineal, and rectal surgery. The patient should not sit up 
until the injection is ready as most older persons become faint if they sit 
up for any length of time after premedication. 

Field block can be used to advantage in patients in very poor condition, 
and is especially indicated for those with trouble in the upper abdomen. For 
example, in a debilitated patient with a bleeding ulcer that demands surgery 
this method works admirably. For all patients it may be combined with general 
analgesia of ethylene or cyclopropane or Pentothal drip thus reducing the 
amount of general anesthesia to an absolute minimum. 

Caudal anesthesia is well suited for perineal and rectal work, and is 
especially useful in transurethal resection. It is slightly more difficult to do 
than saddle-block anesthesia but it has the distinct advantage of not causing 
postspinal headache. Work on the forearm and lower part of the arm can 
be done with brachial plexus injection. It is especially valuable in treating 
fractures of the arm and forearm as the anesthesia is adequate and lasts long 
enough to allow the patient to be x-rayed and have post-reduction relief 
of pain. Injection into the clot between the fragments supplies adequate 
anesthesia for small, simple fractures. 

Intercostal anesthesia can be used in certain upper abdominal operations 
such as umbilical hernia. This procedure is quite simple and easily learned. 
It is of value postoperatively for relief of pain in upper abdominal surgery 
as it allows the patient to breathe adequately without depressing effects of 
narcotics. 

Epidural anesthesia is not a very popular method in this country because 
of its technical difficulties and the amount of time required for anesthesia 
to develop. I do not feel that it has wide application even in the geriatric 
group. However, it is in this group that it is indicated if at all. It may be 
used for abdominal and thoracic (extra-pulmonary surgery) with a certain 
amount of safety. Blood pressure drops do occur but they are not as severe 


and respond better to therapy than those occurring under spinal anesthesia. 
I have used it in certain extreme hypertensive patients with great success 
for supra-pubic prostatectomy. All these forms of regional anesthesia show 
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their best results when lightly covered with some form of sedation or very 
light general anesthesia. This may range from small doses of Demerol to 
weak solutions of Pentothal drip or light cyclopropane. Of course, there is 
the rare case that is so serious that even the lightest form of anesthetic must 
be avoided. 


GENERAL ANESTHESIA 


We we general anesthesia is used the dosage should be minimal and should 
should not be forced to obtain relaxation. The relaxation should come from 
the use of such adjuvants as Tubarine and Syncurine and field block. Any 
agent may be used, although cyclopropane is probably the best since it 
offers the smoothest induction, the maintenance is even, and the recovery 
rapid. It exerts no curare-like effect as does ether and so may be used safely 
with the relaxing agents without too much fear of severe respiratory depres- 
sion. It applies itself for use as analgesia to complete anesthesia. It is espe- 
cially useful for diabetics and in general anesthesia for cardiac patients. 
Auricular fibrillation has been reported to disappear under cyclopropane 
anesthesia. Ether does not have a wide range of use in elderly individuals 
as it tends to upset their metabolism. Ether causes cloudy swelling in the 
kidneys and liver and although this is a transient process in the normal 
individual, if these organs are damaged, the extra burden may throw them 
into failure. 

Nitrous oxide and ethylene are excellent agents to supplement the vari- 
ous forms of regional anesthesia. In the occasional case they may supply a 
complete anesthesia, especially those in which no relaxation is required. 

The closed method of administering general anesthesia is preferred as 
it causes the least metabolic changes without loss of heat and moisture and 
also offers the smoothest maintenance at a level plane. If circumstances 
demand the open method, then oxygen should be used under the mask. 

Intravenous anesthesia with Pentothal is limited in this group, and 
should be used only for very short operative procedures. The dosage should 
be limited depending on the length of the procedure. This concerns the 2.5 
per cent solution—however, the 0.2 per cent solution can be used, and is 
quite useful for the production of amnesia. The action of Pentothal is pro- 
longed and can make postoperative nursing care difficult and risky. Due to 
the slower circulation of older patients, it may take longer to show action 
than in younger patients so a few minutes should be allowed for effects in 
order not to overdose. Pentothal is not an analgesic agent, and although 
respiratory depression may occur with a certain dosage, the stimulation of 
the patient by pain will cause any anesthetic effect that it has to disappear. 

The development of the group of relaxing agents has been very helpful 
in the administration of anesthesia to aged patients. It gives one the ability 
to supply adequate relaxation for major surgical procedures with a mini- 
mum of anesthesia. All these drugs are very potent, however, and can cause 
respiratory paralysis if used injudiciously. Consequently, they should never 
be used by anyone who is not skilled in the treatment of respiratory paraly- 
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sis or respiratory insufficiency. They will decrease the tidal volume and this 
must be looked for and treated immediately as the older patient cannot with- 
stand the slightest alteration in tidal volume without developing some 
anoxia and carbon dioxide excess. As with all other drugs, the dosage has 
to be cut down and given in divided doses, noting each dose’s action before 
more is given. Ten milligrams of d-tubocurarine chloride can cause complete 
and lengthy respiratory arrest in an elderly patient, while it may exhibit no 
notable respiratory effect on the younger, healthier individual. The two 
drugs available at the present time are d-tubocurarine chloride and Syncurine 
(decamethonium bromide). Of the two, Syncurine is possibly more desirable 
in the elderly individual. Its action is not prolonged; relaxation is obtained 
with smaller doses and consequently with less respiratory paralysis. It also 
has the feature of not causing histamine-like reactions (bronchial spasm, 
blood pressure drop) that do occur with d-tubocurarine chloride. As stated 
previously, a method for giving artificial respiration should be available and 
in many cases an endotrachal tube is mandatory for the use of these 
compounds. 





Pelvic Surgery in Elderly Women* 
A. C. G. Frost, M.D. 


In an attempt to determine what risks are involved in pelvic surgery 
among older women, A. C. G. Frost, M.D., of Vancouver, B. C., has re- 
viewed 500 elective operations for pelvic hernias on women over 60. 
Approximately half the patients were over 65, but only four per cent over 
75. First and second degree prolapse with cystocele and rectocele accounted 
for 48 per cent of the cases, cystocele and rectocele for 18 per cent, and com- 
plete prolapse for 15 per cent. 

Hypertension was present in 63 per cent with 39 per cent having a blood 
pressure over 170 systolic. Varicose veins were noted in only 12 patients, 
and of whom three died of embolus. Carcinoma of the breast was found in two 
patients after operation. Repair of cystocele and rectocele was performed in 
30 per cent of the operations, repair of cystocele and rectocele and amputation 
of the cervix in 29 per cent, and vaginal hysterectomy in 11 per cent. Ether 
was used in 59 per cent of the operations and spinal anesthesia in 28 per cent. 

Seventy-seven per cent were operated upon the day after admission. No 
complications appeared in 52 per cent. Temperatures of 100.4° F. or above, 
cause unknown, were found in 20 per cent after the second postoperative 
day. Postoperative shock occurred in 28 cases, pneumonia in eight, milder 
upper respiratory infection in five, and phlebitis in five nonfatal cases. Pul- 
monary embolus occurred in six cases, four of which were fatal, the only 
deaths in the group. 








*A review of 500 elective operations in pelvic prolapse on women over the age of 60 years. Am. J. Ob. & 
Gyn.: 489-495, 1950. 














Better Bread as a Source of 
Protein and Calcium for the Aged’ 


Clive M. McKay, px.v.t 


CCORDING to their origins, human foods can be divided into two 
large classes: primary foods, such as grains, fruits, vegetables and 
nuts, originating from plants, and secondary foods, such as eggs, 

meat and milk, produced from domestic animals. 

Primary foods are cheap. People in areas with a dense population in 
relation to agricultural land must live upon primary foods such as soy beans, 
rice and sweet potatoes. These diets can be balanced by the use of some fruits, 
some fish and some products produced by molds such as soy sauce. Pos- 
sibly the last provides essentials related to vitamin B,.. In countries such as 
China, the pork, eggs, and chickens used for food are produced from animals 
and poultry living as scavengers upon human and animal wastes. 


a foods are relatively expensive because the animal is first fed 
primary or vegetable food. Man then eats the animal as meat or its products 
such as eggs or milk. Swine, chickens and men compete for the same 
foodstuffs, usually grain or potatoes. Although swine are the best convertors 
of foodstuffs, it takes about six times as many calories to maintain a man 
upon pork as it does upon the primary foods eaten by the pig. In other words, 
when primary foodstuffs such as grains are first converted into pork, about 
five-sixths of the caloric value of the food is lost in the process. 

Most large institutions that house substantial numbers of the aged, such 
as the mental hospitals of New York State, must operate upon very limited 
food budgets, especially when the patient load is increasing: and legislative 
appropriations lag behind the rise in prices that takes place with inflation. 
or this reason these hospitals must base their food program upon primary 
foods with supplementation from the least expensive of the secondary foods 
including dry skim milk and moderate amounts of meat, eggs and whole milk. 

Most of the eleven million people over the age of sixty-five must live on 
very meager budgets. Economy in the purchase of food can be effected by 
the use of primary products. Furthermore, many older people living alone 
cannot or do not wish to engage in much cookery and bread and other foods 
prepared from grains become major items of diet. The quality of bread and 
other prepared primary foods is very important to anyone who must depend 
upon this food for a substantial fraction of his calories. 

The per capita use of wheat as human food in the United States has 
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declined from 296 pounds in 1909 to 194 pounds in 1948. The use of rye, 
corn, and even rice has also decreased about the same extent. Many reasons 
are evident for the declining use of bread, such as the increased consumption 
of sugar, vegetables and fruits, as well as the loss of respect for bread as 
food by scientists and the public. Bread has not declined in public esteem 
in nations such as Germany and Russia, partly because other foods have 
been scarce and partly because the nutritive value of the dark breads has 
been maintained. 

Although the knowledge of nutrition has made great strides during the 
past half century, the quality of bread has either remained stationary or 
deteriorated. In part, this depreciation in quality has been due to the inven- 
tion of equipment for mass production of flour and bread. Great attention 
has been given to the production of flour that will keep well during long 
and unfavorable storage conditions, and to the development of bread ingre- 
dients that satisfy the needs of machine production. Instead of placing most 
effort on the production of bread of maximum nutritive value and then 
fitting the machine to this bread, the reverse has taken place. 

Enrichment, which was the name applied to the addition of three water 
soluble vitamins and a little iron salt to flour, represents the chief efforts in 
several decades to return some of the nutrients removed in the milling of 
wheat. Assuming that the evidence is sound in regard to betterment of 
human nutritional status during the past decade, no one can say whether 
this improvement is related to the enrichment of flour or to the purchase and 
consumption of more eggs, meat and milk by the American public. Even in 
the Newfoundland studies often described by Wilder, no control group was 
studied in which ordinary non-enriched flour was used. 

Three attitudes on the part of nutritionists toward bread are evident. 
Many pay little attention to bread as an essential part of the diet. Others 
claim that little attention need be devoted to the quality of bread if people 
eat well-balanced diets containing meat, milk and eggs. In this case they 
maintain that bread only serves as a source of calories. A third group 
believes that modern science should be used to make breads of the highest 
possible nutritive value in the interests of children and of those in the low 
income groups who must rely upon bread as a major source of nutrients 
other than calories. 

During the past three years, three developments have antagonized the 
public toward the baking industry. In the first place, there has been a feel- 
ing that bread prices have not decreased during a period when wheat and 
shortening have cheapened. In the second place, the public became much 
concerned about a year ago when it learned of the experiments of Mellanby 
who produced epileptic-like fits in dogs by feeding them flour treated with 
nitrogen trichloride. Since this compound had been widely used in treating 
both whole wheat and white flour for about a quarter of a century people 
became aroused over chemicals being applied to flour in order to bleach it 


‘and make it easier to work by machinery. In the third place, the public 
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became concerned because of the extensive disclosures of chemical compounds 
being added to bread to keep it soft. Scientists appeared at the bread hear- 
ings held by the Food and Drug Administration during 1949 in an attempt 
to stop the current use of softeners since they were not convinced that an 
agent which had such a profound effect upon the characteristics of bread 
could be without effect upon the human intestine. 

The forces that have resisted the making of better bread in the United 
States are numerous. First among these is the association of white flour 
with social standing, an attitude imported from Europe. The millers and 
bakers have encouraged this prejudice because the more one mills the germ 
and vitamins out of flour, the longer it can be kept in a warm room free from 
rancidity and insect infestation. 

Secondly, the baking industry has very carefully concealed the amount 
of ingredients that are used in bread. Concealed formulas encourage the 
maximum use of the cheapest ingredients and the greatest effort to imitate 
the best. Thus dry skim milk, wheat germ, and soy flour are known to 
improve the nutritive value of bread, but they are used at low levels because 
they cost a little more than wheat flour. 

The difference in cost between making a pound of bread of very high 
nutritive value and very low is not more than one-half cent. One of the 
largest chain bakers claims that this difference can be absorbed by the 
industry without any increase in the retail price of bread. 

One of the greatest factors in preventing the improvement of bread has 
been the opposition of the white flour millers on two fronts. They have regu- 
larly but subtly opposed the use of supplements such as soy flour, wheat 
germ and dry yeast in bread on the theory that such supplements will replace 
an equivalent tonnage of white wheat flour. They have also opposed the 
milling of anything but white patent flour. 

All factors are not unfavorable, however, for the improvement of bread 
in this country. During the past years a few small bakers, producing special 
types of bread from freshly milled flour that is not treated with bleaching or 
conditioning agents, have expanded their sales to a substantial volume. 
Customers of these bakers are discriminating and willing to pay premium 
prices. No one can anticipate the potential increase in their market. 


THE DEVELOPMENT OF BETTER BREAD IN ITHACA 


, eight years ago our nutrition laboratory at Cornell University 
decided to take a more active interest in the production of better bread. As 
a result the first bread of open formula made with six per cent of dry milk 
solids was placed on sale in Ithaca. This loaf was very good but its produc- 
tion was stopped in 1942 at the beginning of the war. 

In 1946 a new interest arose in better bread due to developments in the 
state mental hospitals. At this time, the Commissioner of the New York 
Department of Mental Hygiene, Dr. Frederick MacCurdy, and his chief 
dietitian, Katherine FE. Flack, were instituting an active program for the 
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improvement of food in the 27 hospitals operated by the Department of 
Mental Hygiene. Since these hospitals must care for a substantial number 
of older patients and since these patients tend to eat about fifty per cent more 
bread than the national per capita average, it was decided to improve the 
bread to the utmost consistent with sound food economy, palatability, and 
available equipment. 

At a conference it was decided that this could be achieved by the use of 
high fat soy flour at a level of six per cent and non-fat dry milk solids at a 
level of eight per cent. These levels were chosen as the best for the supple- 
menting of wheat flour in the light of modern nutrition research. It was also 
decided that such a loaf would be tasty and not difficult for the baker to make. 
High fat soy flour was chosen since it seemed irrational to use a low fat flour 
after the fats had been extracted, only to be sold back to the hospitals as 
shortening or margarine. 

About this date visitors from the American Dry Milk Institute were 
present in Ithaca for other purposes. Invited to join in the development of 
better bread for the Department of Mental Hygiene, they agreed to provide 
the services of an expert baking technologist, J. A. Silva, and a dietitian. 
They also agreed to test recipes in their Chicago laboratories. 

The new loaf of bread proved very satisfactory and was introduced into 
all state mental hospitals within about one year. The bread formula took 
account of the high fat soy flour and reduced the shortening used in the 
recipes. This caused trouble in two hospitals that purchased low fat soy 
flour and failed to increase the shortening in their recipes. 

At the original conference the possibility of changing the whole hospital 
program over to whole wheat bread was considered but it was decided to 
start with white bread and gradually introduce more whole wheat bread 
into the menus if fresh whole wheat flour could be purchased. This is diffi- 
cult under the New York State system of quarterly purchases and the warm 
storage facilities in many of the older hospitals. 

Ilowever, the developmental and testing work has been completed on 
a whole wheat bread containing three per cent soy flour and six per cent 
milk. This has a high nutritive value but tends to dry out rather rapidly. 
Ultimately a combination of flour that is only partly whole wheat will 
probably prove the most satisfactory for hospitals. 

These breads have been given thorough testing in our animal laboratory 
using the common white rat as the test animal. The white bread has proved 
superior to any of the common white varieties sold in the Ithaca area. 
Various combinations of wheat flour, soy flour and non-fat dry milk solids 
have been tested starting with water type breads made from white flour 
alone. The combinations have covered levels of three per cent soy flour, three 
per cent each of soy and dry skim milk, three per cent soy and six per cent 


milk. The best discovered thus far is the formula used in the bread. However, 
the whole wheat bread compares very favorably with the white bread even 
when it contains only three per cent soy flour and six per cent skim milk. 
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The bread made in Ithaca has advanced two steps further. First, a hard 
wheat flour, unbleached and containing two per cent wheat germ, has been 
used. Second, no yeast food has been used so the loaf volume is smaller. 
Yeast foods are mixtures of bromates diluted with finely ground calcium 
sulfate. Testing with experimental animals indicates that this bread is some- 
what superior to that made in the ordinary manner with white patent flour. 
The small amount of wheat germ seems to make an additional contribution 
to nutritive value. Possibly the unbleached flour has some unique charac- 
teristics which cannot be defined at present. 

The problem of yeast foods is especially interesting to those feeding the 
young and the old because a substantial amount of calcium in most bread 
comes from this yeast food rather than milk. No one is certain, however, 
that calcium sulfate which is the ferm in yeast food, is well utilized by either 
the old or the young growing child. In contrast milk calcium is well utilized 
by old and young. 

Increasing evidence in our laboratory indicates that the old and young 
cannot make good use of insoluble forms of calcium. For the above reasons 
the ordinary analyses of bread for calcium tell us little because there are 
both utilizable and non-utilizable forms in the bread. These are being studied 
in our laboratory both by balance studies and the use of radio-active calcium. 


SUMMARY 


Some of the factors that have led to the deterioration in the quality of 
bread sold in the United States have been described. Bread is an impor- 
tant food for older people since it is an inexpensive food and needs no 
additional cooking. The quality of bread can be greatly improved at 
slight cost by making use of modern nutritional knowledge. The develop 
ment of better bread for use in institutions such as the mental hospitals 
of New York State has been described. The bread now used contains 
six per cent high fat soy flour and eight per cent non-fat dry milk solids. 
The comparable bread sold in Ithaca is made with unbleached flour con- 
taining two per cent wheat germ. This bread contains no yeast foods and, 
hence, is lower in calcium than most breads in spite of its high milk con- 
tent. The utilization of calcium when present in bread as calcium sulfate 
provided by yeast foods is doubtful. Milk calcium, on the other hand, is 
readily utilized by old and young alike. 





Balance in dietary is as important here as at any age. Asymmetry in utilization, how- 
ever, may alter the optimum proportions of various elements in contrast to the usual 
standards for young adults. Protein, iron and calcium are the elements most likely to be 
inadequate in spontaneously selected dietaries among the aged. 

Epwarp J. Stieciitz, Nutrition in geriatrics. J.A.M.A. 142: 1070-1077, 1950. 
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Tuberculosis deaths according to age and sex in New York City, 1944-1948. 


Development of Pulmonary Tuberculosis 
in Persons Over 40° 


Aaron D. Chaves, M.D.,+ and Vera Leites, M.D.{ 


HIS exhibit was presented pri- 
marily to help dispel the following 
misconceptions concerning  pul- 
monary tuberculosis held by many phy- 
sicians, and perpetuated in occasional 
writings: (1) pulmonary tuberculosis 
rarely makes its first appearance after 
the age of 30' and (2) this disease 
tends to become more benign in later 
life.2 Not only do the majority of all 
tuberculous deaths occur after the age 
of 40,** however, but an increasing vol- 
ume of evidence seems to indicate that 
*From the Bureau of Tuberculosis, New York 
City Department of Health, 125 Worth St., New 
York 13, New York. 
Supervisor of clinics, Bureau of Tuberculosis 
New York City Department of Health; assistant 


the fatal disease in the older age groups 
develops, in many instances, from le- 
sions which may first become manifest 
late in life.5°®** 

For many years, studies concerning 
the incipiency and evolution of pul- 
monary tuberculosis have been going 
on in the Bureau of Tuberculosis, New 
York City Department of Health.** 
More recently, it was considered worth 
while to continue these studies in pa- 
tients over the age of 40. Cases from 
various sources were selected which 


professor of clinical public health and preven: 
tive medicine, Cornell University Medical Col- 
lege. 

ETuberculosis clinician, Bureau of Tuberculosis, 
New York City Department of Health. 














SCIENTIFIC EXHIBIT J] 


Number of Deaths 





1948 tuberculosis deaths by age and sex in New York City. 


fulfilled the following criteria: the 
availability of at least one negative 
chest roentgenogram after the age of 
40, with the subsequent roentgeno- 
graphic demonstration of a pulmonary 
lesion of tuberculous origin. These 
films were reviewed by the authors and 
considered to reveal no roentgeno- 
graphic abnormalities of the lung fields. 
At the time of this writing, the authors 
have collected 56 cases which fulfill 
these criteria, with intervals between 
the “negative” roentgenogram and the 
initial demonstration of pulmonary dis- 
ease varying from a few months to ten 
years. Sixteen of these cases were 
found as the result of a repeated chest 
survey of a group of homeless and des- 
titute men at the Municipal Lodging 
House; most of the other cases were 
from a “contact” population. The se- 
lected cases were mostly white, and 
just about equally divided as to sex. 
The extent of the disease at the time it 
first became evident varied from very 
small, easily overlooked foci to far- 
advanced fulminating disease. Among 
this series of cases, the authors were 
particularly interested in the behavior 


of the lesions of minimal extent. Jt was 
from these early minimal cases of pul- 
monary tuberculosis that the material 
for Group A of the exhibit was selected. 

In gathering cases for this study, 
the authors inadvertently encountered 
many cases of advanced pulmonary tu- 
berculosis in elderly people with recent 
previous roentgenograms available in 
which were present minimal lesions 
originally overlooked or ignored. No 
special study is planned on this series 
of cases, although it was felt that the 
roentgenograms were sufficiently in- 
structive to warrant exhibiting. /t ts 
from these cases, then, that the material 
for Group B of the exhibit was selected. 


IMPRESSIONS 

It may be rightly questioned whether 
the findings of a study such as this is 
applicable to the general population in- 
asmuch as it is derived from highly 
selected material already screened from 
rast population groups in New York 
City. Nevertheless, we feel that the 
following impressions, based on as yet 
incomplete observations, would be of 
general interest : 
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GROUP A 


Development of pulmonary tuberculosis in persons over 40. 


2 











we 


} 
i 


eat. 


Case S. D., white female, age 55, diabetic. Left, x-ray of normal chest taken November 26, 1945. Right, 
July 14, 1948, x-ray showing cavity formation on right, progression of lesion on left, asymptomatic through- 
out. 





Case J. P., white male, age 43. Left, x-ray of December 13, 1946, detail of left lung field showing minimal 
infiltrations in left first interspace. Right, x-ray of January 17, 1947, showing marked progression in left 
upper lobe. Sputum positive. Routine film of May 22, 1946 was entirely normal, 
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SCIENTIFIC EXHIBIT 


GROUP B 


Frank progression of minimal lesions in persons over 40. 


Case J. N., white male, age 49. Left, x-ray of September 6, 1941, showing small infiltrates third interspace 
on right. Right, x-ray of June 16, 1948, showing bilateral far-advanced diseased, sputum positive. 


Case G. B., white male, age 70, diabetic. Left, x-ray of April 6, 1947 showing right pleural effusion. Right, 
x-ray of January 4, 1949, showing bilateral far-advanced disease, sputum positive. Patient died February 
16, 1949. 
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1. The development of active pul- 
monary tuberculosis roentgenographi- 
cally recognizable for the first time after 
the age of 40 is not a rarity. Or, to put 
it another way: a roentgenographically 
normal chest in a person over 40 does 
not eliminate the possibility of pul- 
monary tuberculosis developing in the 
future. 

2. The incipient tuberculosis lesions 
of persons over 40 have about the same 
tendency to progression or to healing 
as those under 40. In other words, the 
prognosis of active tuberculosis at the 
early stages (minimal or otherwise) is 
not appreciably affected by age per se. 
This impression is shared by others 
who have studied the problem.*'® Ob- 
viously, many of the complications of 
old age which lower the patient’s re- 
sistance in general will adversely affect 
the tuberculous disease. 

3. The development of pulmonary 
tuberculosis in the older age groups is 
associated frequently with diabetes mel- 
litus. Of the 56 cases of incipient pul- 
monary tuberculosis in persons over 40 
collected by the authors, 14 had dia- 
betes. Most of these cases were already 
known to have had diabetes; some of 
the cases, however, were not aware of 
their diabetic condition until after the 
diagnosis of tuberculosis was made. 

LESSONS TO 


BE LEARNED 


1. Practicing physicians should con- 
duct a relentless search for pulmonary 
tuberculosis among all their patients, 
irrespective of age. Particularly, the 
older age groups should not be over- 
looked. In this search, the most impor- 
tant tool is the periodic chest roent- 
genogram, preferably once a_ year. 
Where practicable, tuberculin testing 
may be very useful. Such routine ex- 

Appreciation is expressed 
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aminations will not only uncover the 
frequently undiagnosed cases of ad- 
vanced chronic fibro-cavitary disease of 
elderly patients, with subsequent isola- 
tion of these dangerous reservoirs of 
infection, but will also disclose in the 
elderly a number of active minimal 
cases in which treatment can be most 
effective. 

2. Every newly diagnosed case of 
active pulmonary tuberculosis, particu- 
larly in those over 40, should be inves- 
tigated for the possible presence of 
diabetes. Similarly, every known dia- 
betic should have periodic chest roent- 
genograms at more frequent intervals 
than the general population—preferably 
every six months. 

3. Minimal pulmonary lesions of tu- 
berculous origin which are known to 
be or suspected of being active must be 
promptly treated if patients and the 
community are to benefit from the early 
discovery of the disease. The tendency 
of early minimal disease to go on to 
frank progression in a large percentage 
of cases must be emphasized.*:*:!° 

It is pertinent, at this point, to drop 
a word of warning about just “‘observ- 
ing” a recently acquired minimal pul- 
monary lesion in a person over 40. In 
addition to the danger of frank progres- 
sion, if the lesion is tuberculous, is the 
danger of overlooking an early, silent 
operable cancer of the lung. In the lat- 
ter case, delay is tragic, indeed, for the 
stage of operability may have passed 
by the time a diagnosis is made. The 
differential diagnosis between early tu- 
berculosis and early cancer is not al- 
ways easy, and it would be well if the 
general practitioner or the internist 
familiarized himself with the problem. 
An excellent monograph by Overholt 
and Atwell'' is recommended. 
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Industrial Employment Advisory Committee 


ITH the mounting tempo of the 
WW defense effort, and the increas- 
ing demands by the armed services for 
younger employees, industry must rely 
more and more heavily on the older age 
groups. Cognizant of this trend, the 
American Geriatrics Society has organ- 
ized a National Advisory Committee 
on Industrial Employment of Older 
People. According to Harold W. Lovell, 
M.D., president of the society, the pur- 
pose of the committee is to advise in- 
dustry in the more effective utilization 
of older people and in their preventive 
health maintenance, in defense plants in 
particular and in industry in general. 
The services of the committee will be 
made available without cost to all in- 
dustrial groups and labor unions. 
Older workers are quite often 
more reliable than younger people, have 
less illness, less accidents, less ab- 
senteeism. It is possible to keep them 
at work even though they are handi- 
capped by illness. Thus work, instead of 
retirement, will put them on a more in- 
dependent basis, will thereby reduce 
illness and the cost of such illness, and 
also reduce taxation on the state. 
If the elderly person prefers retire- 


ment rather than continuing at work he 
may be pensioned and, if desired, given 
guidance regarding cultural and recrea- 
tional pursuits, the development of 
hobbies, etc. But it is especially for those 
who desire to continue working beyond 
the generally accepted retirement ages 
or whose skills are especially needed, 
particularly in times of national emer- 
gency, that the committee has been 
formed. In addition to Dr. Lovell, the 
membership is as follows: George C. 
Dowd, M.D., Worchester, Massachu- 
setts, chairman; E. T. Gale, M.D., 
Narragansett, Rhode Island; Harper 
Ie. Richey, M.D., Louisville, Kentucky ; 
Walter A. Stark, M.D., Las Vegas, 
New Mexico; Malford W. Thewlis, 
M.D., Wakefield, Rhode Island; Wil- 
lard O. Thompson, M.D., Chicago, IIli- 
nois; F. Daniel Suttenfield, M.D., 
Washington, D. C.; John J. Toma, 
M.D., Los Angeles, California ; Elwyn 
Evans, M.D., Orlando, Florida; Win- 
gate M. Johnson, M.D., Winston Salem, 
North Carolina; Joseph T. Freeman, 
M.D., Philadelphia, Pennsylvania; 
Alexander J. Tutles, M.D., Bridge- 
port, Connecticut; and Thomas Mc- 
Gavack, M.D., New York City. 
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“ Arteriosclerosis’”’ 


ARDENING of the arteries is a tough 
H assignment for an elderly person 
to face. The doctor who gives it might 
as well knock him over the head with a 
crowbar. The 75-year-old man goes 
away from a physician’s office with the 
diagnosis of a “little arteriosclerosis” 
and a bottle of phenobarbital tablets— 
a diagnosis and a prescription which 
constitute the geriatric knowledge of 
some physicians with little or no inter- 
est in the aged person. 

Thereupon the old man broods over 
the fact that he is deteriorating. Subcon- 
sciously he has been aware of a break- 
ing down process since he was 60. But 
he wonders how he had done so well for 
fifteen years—worked at his office every 
day and contributed to the education of 
his two grandsons—and accomplished 
this in spite of the fact that his wife had 
had cerebral thrombosis. But now he 
has had a chance to think things over; 
he has the envelope of tablets and 
“arteriosclerosis.” He realizes suddenly 
that he has not been checked thoroughly. 
But the fact that he is alive at 75 and 
working every day is good evidence that 
he is not suffering from any serious 
disease. Where can he go to be checked ? 
That is a question aged people every- 
where are asking. 

There is great need for such geriatric 
examinations. They must be done by 
the physician individually and not by 
government clinics. Health protection 
is not socialized medicine, but is a prob- 
lem shared by the family doctor and 
his patient. In other words, the family 
physician should take a genuine inter- 
est in geriatrics and not function merely 
as a “pill pusher” who dubs every old 
person arteriosclerotic just because he 
is sometimes dizzy or falls asleep in a 
stuffy room. 

A diagnosis of arteriosclerosis is sel- 
dom warranted. It is known that people 


slogan : 


with extensive mental changes show no 
evidence of arteriosclerosis; also that 
many persons with severe cerebral 
arteriosclerosis may have no mental 
changes. 

Too often one finds arteriosclerosis 
demonstrated in roentgenograms and 
listed in reports of persons of 45 or 50 
years of age who had examinations of 
the legs for one reason or another. Or 
one may come across arteriosclerotic 
changes in the pelvic region. There is 
no reason to mention these since they 
are normal findings in patients past the 
age of 50—or younger. There are no 
accompanying symptoms. 

Ordinarily a diagnosis of cerebral 
arteriosclerosis should not be made. 
Rather, one should search for other 
causes of illness in the aged and stop 
using the term arteriosclerosis for every 
headache, attack of dizziness, forgetful- 
ness, irritability, insomnia, or anxiety. 
After all, the old man may be in an 
anxious state worrying about his grand- 
sons going to war. Or he may be afraid 
that he will be kicked out of a job be- 
cause he is old. Or he may be lacking 
in vitamin B, calcium, or ascorbic acid. 
Or he may be taking barbiturates or 
bromides for insomnia to make him 
sleep eight hours instead of the five or 
six hours which is normal for his age. 
Or perhaps he has mild diabetes, uremia, 
or hypothyroidism which no one has 
ever taken the trouble to look for. Or 
perhaps he falls asleep because he is 
bored when he listens to the same old 
theme songs every day. 

Finally, one might make a geriatric 
Don’t make a diagnosis of 
arteriosclerosis just because the patient 
is old. The autopsy may prove you 
wrong. Also, the presence of arteri- 
osclerosis in the peripheral vessels does 
not mean, ipso facto, that the coronary 
and cerebral arteries are involved. 

—Matrrorp W. Tuew ts, M. D. 
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Soctomedical Progress 


Devoted to constructive correlation of 
interrelationships between sociological 
and medical problems in the aged... . 





The Aged Patient in the 


Public Psychiatric Hospital* 


HE HEALTHY old person has capaci- 

ties for productive activity which 
should not be ignored. Even more seri- 
ous than enforced retirement of the still 
vigorous and productive elderly worker 
is the social isolation and inactivity to 
which it often leads. There is imperative 
need for social recognition of the prob- 
lems presented by our older population 
if unnecessarily widespread and demor- 
alizing hardship is to be avoided, and 
if society is not to be saddled with the 
care of an aging group arbitrarily sepa- 
rated from productive activity by the 
arrival of a particular birthday. There 
is need for prompt social planning, 
wisely directed, to aid our aged in a 
healthy transition to an occupied, if 
not a productive, old age. 

It is inevitable that a larger popula- 
tion of aged will be reflected in in- 
creased demands upon public psychia- 
tric hospitals, but the size of these 
demands may be reduced by intelligent 
planning. Malzberg' found that the aver- 
age annual rate of first admissions for 
senile psychoses, to all hospitals in New 
York State, increased from 7 per 100,- 
000 population in 1920, to 8 in 1930, 
and to 12 in 1940. The rate for psy- 
choses with cerebral arteriosclerosis, in 


Harvey ]. Tompkins, M.D. 


turn, increased from 5 in 1920 to 11 in 
1930, and to 21 in 1940, About 38 per 
cent of present admissions to mental 
hospitals are diagnosed as senile psy- 
choses or psychoses with cerebral ar- 
teriosclerosis. It can be expected from 
present trends that this percentage will 
increase considerably in the years to 
come. 

There is need for research to deter- 
mine more accurately the percentage of 
senile patients in our communities who 
will eventually require institutional 
care, and in particular, care in the pub- 
lic psychiatric hospital. 

Stearns has said that “The rate of 
admission of older persons to hospitals 
for mental disease is merely part of a 
universal sociologic phenomena by 
which sick persons are being cared for 
in hospitals rather than in their 
homes.”* Whether this be true or not, 
it is a fact that the few hospitals at 
present available for chronic diseases 
are filled to overflowing with elderly 
patients. It may be said that whenever 
an aged patient cannot care for himself 
and has no one to care for him, he 
eventually goes to the state hospital, 
although many of the aged presently ad- 
mitted for care in a mental hospital 


*Formulated by the Committee on Hospitals of the Group for the Advancement of Psychiatry. 
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show nothing more important than 
memory impairment, confusion, and 
physical infirmity. It seems evident that 
many who come to the mental hospital, 
come primarily for sociologic reasons. 


PUBLIC AND COMMUNITY 
RESPONSIBILITY 


The present lack of adequate public 
provision for care of the aged results in 
the commitment to state hospitals of 
elderly persons who, although legally 
eligible in most cases for such hospitali- 
zation, might be better, more happily 
and more economically cared for by less 
drastic measures. 

Some people are old merely in a 
chronological sense. They may still pos- 
sess a measure of vigor and a keen 
mind. Some show moderate to severe 
loss of memory or of intelluctual capa- 
city; others become frustrated, de- 
pressed, irritable or excited. Some have 
as their predominant problem the phy- 
sical infirmities of the aging process 
with function of extremities, 
heart disease or general enfeeblement. 
Many such persons will be unable to 
care for themselves and will have no 
one to care for them. 

It is understood that public inter- 
vention in the management of the af- 
fairs of the aged begins when relatives 
or friends are lacking or are unable to 
assume, in whole or in part, the neces- 
sary responsibilities. For such individ- 
uals three levels of community service 
are proposed. Flexibility of movement 
by the elderly person between the three 
areas is a fundamental requirement of 
the plan. Some states will need to re- 
examine outdated commitment laws 
and the legal codes under which nurs- 
ing homes and hospitals operate in 
order to separate clearly the group of 
aged patients requiring enforced insti- 
tutional care from those whose need is 
for guidance, home services or infirm- 
ary assistance. The three types of care 
which are proposed will be discussed in 
turn: 

Old Age Guidance Centers: It is 
suggested that mental hygiene clinics in 
hospitals or in existing social agencies 
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which are easily accessible to clients be 
designated as guidance centers for the 
aged. Such clinics would provide medi- 
cal, social case work, and psychological 
evaluation, as well as the necessary 
X-ray and laboratory studies to facili- 
tate treatment. The centers might sup- 
ply information and helpful guidance to 
the aged patient in an independent solu- 
tion of his problems. Other services 
might include placement in convales- 
cent homes or in special housing, built 
and planned exclusively for the aged, 
or in housekeeping facilities designed to 
keep couples together with the help of 
public assistance in the fields of nursing, 
medicine and social service. Referrals 
to clubs and community centers for the 
aged could also be made by the center. 

A number of different approaches to 
this problem are already under trial in 
many parts of the country. An example 
of how one such organization handles 
its aged is illustrated by the work of 
the Benjamin Rose Institute in Cleve- 
land, planned for the benefit of “cul- 
tured and educated elderly people.” 
When needed, the institute offers pen- 
sions which average $52.00 per month. 
In a case load of 290 over 65 per cent 
live independently, and the rest in 
nursing or boarding homes. They are 
supervised by seven social case work- 
ers. Each individual accepted for care 
is given a thorough physical examina- 
tion. Medical care is continued through 
treatment in the doctor’s office or at 
home when necessary. Hospitalization 
under the agency is available if needed. 
Model boarding homes are used, caring 
for 10 persons, each of whom has his 
own room and may carry on his own 
business if he is capable of doing so. 


The incidence of psychiatric illness has 


been very low. Within the past 10 
years, only two or three patients have 
required commitment to a public mental 
hospital. The average case load ranges 
from 250 to 300. Intensive case work 
keeps the patients working, active and 
out of the hospital. Several psychiatrists 
attend case conferences in an advisory 
capacity. The institute is building a 60- 
bed hospital for research purposes. 
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Many old people living alone in 
rooming houses or living with children 
who have families of their own, often 
have little to do. The creation of com- 
munity centers with activities for elder- 
ly people is desirable. It is believed that 
the old age guidance center could solve 
many problems at this level and mate- 
rially reduce the need for hospital care. 
In addition, the clinic would be the 
logical agency to which both the infir- 
mary for the aged and the public hospi- 
tal could turn when the patient was 
ready for discharge and reintegration 
into the community. 

Infirmaries for the Aged: It is sug- 
gested that each community of sufficient 
size establish an infirmary unit available 
for the care of aged persons who are 
physically infirm. These units are easier 
to operate when they do not exceed 
500 beds or are constructed in multiples 
of 500 beds. To prevent the disruption 
of long established family ties, housing 
should be available for elderly couples. 
The infirmary would provide bed or 
semi-ambulant care of high medical 
calibre for the helpless, aged patient 
who cannot attend to his own needs 
and who has no one to help him. An 
optimistic and hopeful atmosphere is 
of the utmost importance. A sheltered 
workshop should be provided for infir- 
mary patients and referrals from old 
age guidance centers. 

Confusion, memory impairment, rest- 
lessness or irritability should not in 
themselves result in transfer to the 
public psychiatric hospital unless they 
result in behavior which is too disturb- 
ing for the infirmary to handle readily. 

More serious illnesses and major 
surgical conditions would not, of 
course, be treated in the infirmary, but 
would be referred to nearby general 
hospitals. As stated above, one of the 
major principles of the plan must be 
fluidity of interchange so that the hos- 
pital patient may be returned to the 
infirmary or to the guidance center just 
as easily as he was transferred from it. 

Geriatric Units in Public Hospitals: 
Hospitals are, as a rule, not properly 
designed or equipped for efficient, com- 
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fortable treatment of the aged. The 
elderly patient is often feeble, moves 
about with difficulty, sometimes has 
paralyses of the legs or arms, oftentimes 
is unsteady in gait or is prone to falls 
and injuries. His eyesight is frequently 
bad and there is commonly some mem- 
ory impairment and confusion which 
may make it difficult for him to find 
his way about the hospital. Because of 
his unsteadiness and enfeeblement, the 
high wax polish common to hospital 
floors is undesirable. Stairways, always 
difficult for the aged to climb, may also 
prove to be a hazard when _ badly 
lighted. The elderly patient finds it 
easier to get to toilet areas and the out- 
of-doors when they are close at hand. 
His care is easier if bathing suites are 
not centralized and are planned for 
more individual attention, with sup- 
ports upon which he can lean to steady 
himself. Instead of eating in centralized 
cafeterias, he fares better if he can take 
his meals seated at a table and if the 
food can be brought to him. The aged 
have only a limited capacity to help 
themselves and to help others and, as a 
result, need attentive and prompt nurs- 
ing service. 

On those several accounts and _ be- 
cause it is quite evident that the prob- 
lems of the aged patient in the public 
hospital will become greater, there is 
need for the establishment of special 
geriatric units, both in the mental in- 
stitution and in the general hospital. 
When the public hospital cares for the 
aged, society has a right to expect that 
the care given will be adequate and not 
of the “concentration camp” variety 
which all too often has resulted from 
public indifference. 

A specially designed unit in the gen- 
eral hospital providing the safeguards 
and conveniences necessary for the 
highest standard of geriatric care in 
cases of acute medical or surgical ill- 
ness is desirable in all sizeable com- 
munities. Where budgetary limitations 
prevent the development of a separate 
acute geriatric service, adequate medi- 
cal care can still be assured the elderly 
patient, if the infirmary previously de- 
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scribed is located within easy ambu- 
lance distance of a general hospital 
offering definitive treatment in the 
various medical specialties. Major surg- 
ical procedures, deep X-ray and radium 
therapy, the management of severe 
fractures with their constant hazard of 
hypostatic pneumonia are best carried 
out by the skilled professional teams 
and in the alert medical atmosphere of 
the progressive general hospital. No at- 
tempt, however, should be made to 
retain the elderly patient in the general 
hospital beyond the time necessary for 
management of the acute condition. He 
then would be returned to the infirmary 
and his convalescence supervised there 
by consultants drawn from the general 
hospital who are familiar with the acute 
phase of his illness. 

All public psychiatric hospitals should 
also have specially constructed and 
planned geriatric units for the care of 
those patients referred from the infir- 
mary or directly from the old age guid- 
ance center. 

The aging process affects patients 
differently. Instead of showing bodily 
enfeeblement, simple loss of memory or 
mild confusion, there may be other 
symptoms that are more socially dis- 


turbing. Some elderly patients become 


agitated and depressed, others become 
suspicious and react to delusions, still 
others become overactive, excited, or 
irritable, noisy and disturbing to their 
associates. Such cases are often dan- 
gerous to themselves and create a pre »b- 
lem too great to be cared for at home 
or in the infirmary. Transfer to the 
geriatric unit of the public hospital for 
psychiatric care becomes necessary. 

As these patients improve, they may 
he returned either to the infirmary or to 
the guidance center for community 
placement in old age assistance homes 
or in family care as their condition 
dictates. 

The geriatric unit preferably should 
be constructed as a one-story building 
with easy ramps to the out-of doors. If 
a multi-story building is used, there 
must be adequate elevator service. 
Floors should be rough and not slip- 


pery. There must be handrails in the 
corridors and lavatories. Toilets ade- 
quate to the patients’ needs should be 
located only short distances from living 
rooms and from bedrooms so that they 
may be easy of access. Nurses’ stations 
should provide for unobstructed obser- 
vation. Living rooms should be cheerful 
and homelike and patients should eat 
close to the place where they live. 
Many beds will require sideboards to 
prevent the patients from falling to the 
floor. There must be barber shops, 
beauty parlors, and facilities for occu- 
pational therapy. Outdoor gardens 
should be reached by short, easy ramps. 
Security features are desirable to pre- 
vent some patients from wandering. 
The medical wards of the hospital, and 
the clinic and laboratory services must 
be readily accessible. 

Many different approaches to this 
problem have been developed in various 
sections of the country. An example of 
multi-story construction is that of the 
Colorado State Hospital, where a spe- 
cially designed building for senile pa- 
tients has been erected. This building 
provides cheerful surroundings for the 
patients, while retaining necessary de- 


tention and supervisory features. 


PERSON NEL 


Psychiatric hospitals have usually 
been planned for ambulatory patients of 
the continued treatment type, some of 
whom are expected to do a great deal 
of work. Staffing patterns may, there- 
fore, be markedly below those required 
for the proper nursing care of the 
elderly psychotic. 

The staffing of the geriatric unit 
should be at least equal to the standards 
of the American Psychiatric Associa- 
tion until a much needed and carefully 
conducted study reveals a more accu- 
rate measure, 

It is suggested that a psychiatrist be 
available for every 100 patients. The 
mental and physical health of the pa- 
tients would be his responsibility. A 
broad treatment program including 
psychotherapy, shock therapy, occupa- 
tional therapy and social case work 
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would be planned by him in association 
with qualified members of his staff and 
would be effected in part by the psy- 
chiatrist and in part by trained assist- 
ants under his direction. 

Since disease does not take summer 
vacations and ignores the 40-hour work 
week, personnel-patient ratios for at- 
tendants as well as for graduate nurses 
require more explanation than is ordi- 
narily given in order to be meaningful. 
Variation in the experience and practice 
of public mental hospitals as to the rate 
of absenteeism, the length of vacations, 
the amount of authorized sick leave, 
the number of recognized legal holidays 
and the length both of the work-day 
and of the work-week point to the de- 
sirability of establishing standards in 
terms of actual ward coverage, 24 hours 
a day, 365 days a year. Hospitals are 
then afforded a usable basis for the cal- 
culation of their own overall personnel 
requirements and may distribute the 
attendant and nursing staffs between 
the various on-duty shifts in whatever 
manner meets their peculiar needs. 

A graduate nurse is recommended 
for every 20 patients as an average 24- 
hour standard. Translated into a daily 
staffing pattern for a 100-bed building, 
this would permit the assignment of 7 
nurses on the morning shift, 6 on the 
afternoon and 2 on the night. The 
nurse would administer bedside care, 
supervise the attendants, be responsible 
for carrying out the physician’s orders 
and would endeavor to insure healthy 
staff and patient attitudes through the 
application of her psychiatric training. 

Much of the actual daily care would 
be in the hands of attendants of whom 
there should be one for every 12 pa- 
tients. Translated into a daily staffing 
pattern for a 100-bed building, this 
would permit the assignment of 10 at- 
tendants on the morning shift, 9 on the 
afternoon and 6 on the night. 

An occupational therapist should be 
provided for every 100 patients in order 
to plan some constructive activity 
which is within the patient’s physical 
limitations and yet will give him satis- 
faction and make him feel important 


again. Personnel should also be avail- 
able for social work, physical therapy, 
and for research into the special prob- 
lems of the aged. 

The infirmary for the aged should 
have similar types of personnel but will 
require a smaller resident medical staff 
than the geriatric unit and a larger 
visiting staff of psychiatrists, neurolo- 
gists, orthopedic surgeons, internists 
and general surgeons. 


PATIENT CARE 


The aged patient often feels that he 
has outlived his usefulness, that there 
is nothing left that is important in life 
for him to do and that people don’t 
want him. It is for this reason that the 
nursing care of the aged should be 
particularly concerned with personal 
relationships. Reassurance, kindness 
and fostering of companionship can be 
cultivated to bring love and warmth 
into the important relationships. At the 
same time, the staff must avoid infan- 
tilization and, in its place, foster the 
development of as much independence 
as the patient can assume. 

Regularity in management is desir- 
able, for the older patient gains security 
from a fixed schedule and meets change 
with difficulty. He appreciates knowing 
what is coming next. Patients need to 
be encouraged in self-care and urged to 
help others if they are able to do so. 

As much ambulation or as much 
movement should be encouraged as the 
patient can tolerate without fatigue. No 
patient should be kept in bed who can 
sit up, or be allowed merely to sit if 
he can also walk. It is important to 
recognize that the aged move and think 
at a slower tempo. All treatment must 
be gentle and over-treatment avoided. 
The dosage of drugs should usually be 
reduced and sedatives avoided when- 
ever possible. Regular toileting should 
be practiced. Special attention must be 
given to nutritional needs. There is 
some indication that the senile patient 
has special dietary requirements. The 
diet should be smooth, with an in- 
creased amount of vitamin C and cal- 
cium, At least one pint of milk per day 
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is advisable, with supplementary pro- 
tein provided by the addition of 
skimmed milk powder to appropriate 
foods. 


ACTIVITIES 


It is highly desirable to develop with- 
in the institution an environment that 
approximates the community life from 
which the patient came. 

Every patient who is capable of it 
should have a job to perform. No mat- 
ter how simple the task, he should 
realize that everyone is dependent upon 
him to do it. The aged need to consider 
themselves useful. The formation of pa- 
tient-directed committees is useful ; one, 
for example, on admissions, to receive 
new patients and introduce them to 
others; a committee to properly cele- 
brate birthdays; a holiday committee 
to plan special events and parties. Re- 
tired teachers may be the nucleus for 
discussion groups on current events, 
political and social topics. Interest in 
religion should be encouraged and an 
opportunity for worship given. Facili- 
ties for checkers, cards, billiards, horse- 
shoes, shuffleboard, darts, quoits and 
other mildly active games should be 
available. There must be an opportunity 
for the growing of plants indoors or for 
gardening out-of-doors. Sewing, knit- 
ting, quilting and other hobbies should 
be provided for. Some of the men may be 
able to paint and refinish furniture, The 
aged enjoy movies and radio and tele- 
vision. There should be walks out-of- 
doors and trips or excursions for those 
who are able to leave the grounds. The 
aged also find much satisfaction in ani- 
mal pets and when the patients can 
care for them, these should be provided. 


RESEARCH 


Reasonable solutions for the prob- 
lems of the aged require skilled and 
coordinated effort. Many cooperating 
agencies must share in the responsibil- 
ity for devising plans. The American 
Geriatrics Society and other special 
groups may be expected to assist in 
this work. 

It would seem important to study the 
following areas in the care and manage- 
ment of the aged: 

1. The elements which assist healthy 
transition from the vigorous period 
of life to a happy and adjusted old 
age: — preparation for retirement, 
the development, exercise and pres- 
ervation of interests, the importance 
of hobbies and of social life, emo- 
tional acceptance of the decline in 
vigor. 

2. The price paid by the younger gen- 
eration when a mentally ill aged per- 
son is kept in the home. 

3. The adjustment of older patients in 
nursing homes. 

4. The effectiveness of occupational 
therapy and recreational programs. 

5. The present facts concerning the ad- 

justment of the aged in the com- 

munity. 

The nutritional needs of the aged. 

The types of economically produc- 

tive activity, in and out of sheltered 

workshops suitable for elderly peo- 
ple after retirement. 

8. The place of programs for the aged 
in community recreational centers, 


NIN 
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“ 


For certainly old age has a great sense of calm and freedom ; 


The truth is, Socrates, that these regrets and also the complaints about relations 
are to be attributed to the same cause, which is not old age but men’s characters 
and tempers: for he who is of a calm and happy nature will hardly feel the 
pressure of age but to him who is of an opposite disposition youth and age are 


equally a burden.” 


CrpHaLus—Plato’s Philosophy of Old Age 
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Dicests from Current Literature 


Physical Medicine and Rehabilitation in 
Geriatrics. 


B. A. Treister, M.D., The Physical Therapy 

Review, 30:411-415, 1950. 

When employing the technics of physical 
medicine and rehabilitation on older patients 
due consideration should be given to nutri- 
tion and ambulation. 

Nutrition and disability. The principal 
cause of malnutrition in the geriatric patient 
is a diet too low in calories and deficient in 
high- grade protein, Except in extreme starva- 
tion and in spite of protein deficiericies the 
blood maintains a normal quantity of serum 
proteins by withdrawal of protein from the 
body tissues, chiefly the muscles, resulting 
in loss of muscle substance and atrophy. 
Therefore, a high-caloric, high protein diet 
should be prescribed for the malnourished 
geriatric patient. Rehabilitation involving 
muscular activity should not be undertaken 
until sufficient food has been consumed to 
cover the energy requirements of both heal- 
ing and muscular activity. Regular meals may 
be supplemented by in-between feedings if 
necessary. 

Ambulation. A bedfast patient is prone to 
develop a negative nitrogen balance with fail- 
ure of wounds to heal, bed sores, and break- 
down of surgical wounds. The increased 
urinary excretion of calcium may result in 
osteoporosis and sometimes in formation of 
renal stones. Other complications of re- 
cumbency are hypostatic pneumonia and 
thrombus formation in the deep veins of the 
legs. 

All these sequelae of recumbency are either 
preventable or reversible when ambulation is 
employed. Walking training in neuromuscular 
and musculoskeletal cases is best administered 
by a physical therapist to insure safe ambula- 
tion within the capabilities of the patient. 
Physiological benefit, not age or employ- 
ability, should be the basis for providing 
braces and prostheses for geriatric patients. 

Hemiplegia. Early treatment of hemiplegia 
should have as its prime goal the reestablish- 
ment of ambulation. The degree of re- 
covery of the hemiplegic hand will determine 
its need for treatment. To prevent contrac- 
tures and deformities during the flaccid stage, 
a splint should be applied to the wrist and 
hand to hold them in a neutral position. The 
patient should lie with the knee extended. 
Rotation of the leg and plantar flexion of 
the foot should be prevented with sandbags. 
Passive movement of each joint through its 
range of motion should be carried out at least 
twice a day. When the patient is able to sit 
in. a chair for several hours, he should be 
aided to rise to a standing position on the 
normal leg. When the patient can rise and 
stand alone, walking training is started. 


The Medical Problems of Aging. 


SELwyn Ne son, M.D., M. J. Australia, 2 
(37th year) : 355-358, 1950. 
Medical problems of aging, according to 
Selwyn Nelson, M.D., embrace three major 
areas: (1) better understanding of normal 
aging processes; (2) control of diseases com- 
mon to old age; (3) medicine’s contribution 
to the socio-economic problems of the elderly. 
The percentage increase of the aged group 
in our population demands greater focus on 
their medical problems than has been allotted 
heretofore. This includes advice on nutrition, 
early diagnosis and treatment of illness, and 
encouragement of interests and hobbies for 
the individual’s retirement. Absence of a 
specific cure for a disease should not doom 
the aged sufferer to neglect and indifference. 
Chronic disease like rheumatoid arthritis 
should be attacked vigorously to reduce or 
eliminate crippling sequelae. Functional im- 
provement and nursing care for the chron- 
ically ill should be stressed. 


The Plasma Levels of Nine Free Amino 
Acids in Old Men and Women. 


L. Horstratrer, M.D., P. G. ACKERMANN, 
Ph.D., and W. B. Kountz, M.D., J. Lab. & 
Clin. Med., 36 :259-265. 

No significant difference exists in the con- 
centration of any of the amino acids between 
old men and old women, while differences do 
exist between the old and young. However, 
at the present time no conclusions can be 
drawn as to the possible clinical significance 
of the different amino acid pattern in the 
plasma of old people. 

In a microbiologic study by Hofstatter, 
Ackermann, and Kountz, nine amino acids 
were studied in the plasma of 41 old people 
and 23 young people used as controls. In the 
old the average concentrations were sig- 
nificantly lower for saline, tryptophane, 
lysine, leucine and isoleucine, and higher for 
histidine. Threonine, tyrosine and glycine 
were not significantly altered. The mean con- 
centrations of the different amino acids in the 
old men’ approached closely those of the old 
women. 

A correlation of young and old subjects of 
the same sex revealed that some of the 
changes in the amino acid concentrations in 
all the old people were not equally significant 
for both sexes. In the men (26 old compared 
with nine young) the lowered average con- 
centrations were significantly decreased only 
for valine, leucine, and isoleucine. A com- 
parison of 15 old with 14 young women dis- 
closed that of the decreased amino acid levels 
of the former only tryptophane, lysine and 
isoleucine were significantly lower, while his- 
tidine showed a significant increase. 
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Subluxation of the Shoulder Joint in 
Chronic Rheumatoid Arthritis. 


T. H. Howe tt, M.R.C.P., 
trated, 4:385-388, 1950. 
-atients suffering from chronic rheumatoid 

arthritis are often unable to raise the arms 

above the head. In a group of ten cases of 
this type T. H. Howell, M.R.C.P., found that 
the disability was due to the subluxation of 
the shoulder joint. The dislocation consists 
of an upward movement of the head of the 
humerus which comes to lie underneath the 
clavicle. Often a new articulation is formed. 

In some cases, a pseudarthrosis may be 

formed in which the outer end of the clavicle, 

the acromion process of the scapula and a 

portion of the head of the humerus all take 

part. 

To date this syndrome has been encountered 
only in quiescent cases of rheumatoid arthritis. 
In order to increase the range of movement in 
the new humero-clavicular joint, a_ loca! 
anesthetic is injected into the joint cavity just 
above the head of the humerus, the arm is 
manipulated, and an attempt made to move 
it forcibly upwards. Two patients who were 
thus treated weekly for several months and 
exercised in the Guthrie- Smith suspension 
apparatus showed some increase in mobility. 
X-rays of such cases may show eburnation 
of the new joint surfaces. Unless this deform- 
ity, which is not painful, is recognized in 
subjects with chronic rheumatoid arthritis, 
they may be given a great deal of useless 
treatment. 


Medicine Illus- 


Arteriosclerotic Aortic Insufficiency. 


NATHAN FENICHEL, M.D., Am. Heart J., 40: 

117-124, 1950. 

Aortic regurgitation is not a distinct sign of 
syphilis but should be looked for in every 
elderly person with chronic hypertension and 
a high pulse pressure. Often aortic insufh- 
ciency is caused by arteriosclerosis. Onset of 
the insufficiency, however, does not worsen 
prognosis. 

Nathan M. Fenichel, M.D., of Jewish and 
Kings County Hospital, Brooklyn, observes 
that insufficiency may develop after years of 
known hypertension. The diastolic murmur, 
whether faint or strong, is often short and 
always of diminishing intensity and definite 
duration. 

Most commonly, the murmur is best heard 
at Erb’s area in the third inte rspace to the 
left of the sternum, but sometimes it is clearer 
directly over the aortic area. The sign is not 
constant and may be heard at one visit and 
not at the next. Sometimes detection is pos- 
sible only if the doctor and patient hold their 
breaths while listening during the diastolic. 

Peripheral manifestations are slight. The 
pulse is similar to Corrigan’s type. Carotid 
pulsations with aortic insufficiency are em- 
phasized slightly more than is the case with 
uncomplicated hypertension. 


The Practitioner and the Older Age 
Groups: Psychosomatic Aspects. 


Daviv A. Boyp, Jr., M.D., and Francis J. 
BRACELAND, M.D., VW. Clin. North America, 
34 :1091-1105, 1950. 

Although there is no general agreement as 
to what constitutes senescence, declaring a 
man old by fiat or law is an unfortunate prac- 
tice and brings many grave psychological 
problems with which the physician must cope. 
The familiar behavior patterns of the aged 
are not explainable solely on the basis of 
pathology. Organic cerebral changes are in- 
deed present, but the reaction patterns of the 
elderly patient are more directly related to 
his complex cultural, economic and family 
problems. 

The aged person is someone pitied by, but 
without real sympathy from, the younger 
person. People resent the aged not only be- 
cause they are a burden, but also because of 
an unconscious fear that the lot of the aged 
represents what may be in store for them in 
their declining years. Some of the social re- 
jection is rooted in aesthetics. For age, with 
its loss of social graces, uncleanliness and dif- 
ficulties in toilet habits and lapses in speech, 
molds unfavorable opinions. The attitude of 
the family and industry toward the aged mem- 
ber or worker achieves the same result—it 
serves to remind him that he is no longer im- 
portant. 

All the major mental illnesses should be re- 
garded as reversible until the contrary has 
been proved by a prolonged therapeutic trial, 
assert David A. Boyd, Jr., M.D., and Francis 
J. Braceland, M.D. A thorough physical ex- 
amination with appropriate laboratory studies 
will disclose any pathologic-physiologic ab- 
normalities which require treatment. The cir- 
culatory system should be checked and active 
therapy instituted for cardiac dysfunction 
and pulmonary congestion. Rectal examina- 
tion should not be overlooked, because of the 
high incidence of fecal impaction in the aged. 

Chronic infections and toxicity should be 
looked for and eradicated. Fluid balance will 
usually be attained by daily intravenous in- 
fusion of 200 to 400 cc. of five per cent glucose 
solution administered slowly with supplemen- 
tary fluids taken by mouth often is necessary 


‘to establish adequate fluid balance, unless con- 


traindicated by cardiovascular renal compli- 
cation. A high-caloric and high-vitamin diet, 
with vitamin supplements, should be pre- 
scribed. 

Psychotherapy has a definite place in the 
therapeutic program. The management of the 
emotional problems of the aged is neither as 
difficult nor as futile as is generally believed. 
With a judicious combination of medical 
treatment and psychotherapy of both patient 
and family, surprising improvement may be 
effected. 


(Continued on page 66) 
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Digests from Current Literature (Cont.) 


Nutrition and Dietary Habits of Aging 
Women. 

M. A. Outson, Ph.D., L. Jackson, J. Bork, 
D. C. Crperguist, Ph.D., E. G. Brown, 
Ph.D., and W. D. Brewer, Am. J. P. 
Health, 40:1101-1108, 1950. 

The art as well as the science of nutrition 

is necessary to understand the nutritional 

needs of aging women. Since purposeful activ- 
ity stimulates the appetite, outside interests 
and activities as well as freedom from tension 
and strain are factors which must be eval- 
uated if nutritional adequacy is to be obtained. 

\ study by members of the department of 
foods and nutrition of Michigan State Col- 
lege, of the food intake and nutrition of older 
women in the Lansing area, showed that none 
of the women studied was considered to be 
eating a well-balanced diet in terms of food 
choices. The women chosen represented a 
cross-section of economic and social levels. 

No one technique of evaluating food con- 
sumption was entirely satisfactory in record- 
ing the characteristic intake of the individual. 
The 24-hour recall diet record, though less 
quantitative than a weighed diet record, also 
imposed the least restriction on activity and 
resulted in apparently higher intakes of food 
because the nuisance of weighing all food 
before eating led to the elimination of piecing 
in the weighted diet period. 

The dietary patterns of the North Central 
area are such that the total calories ingested 
per 24 hours provide a reliable index to the 
adequacy of the supply of specific nutrients if 
the food selected is reasonably varied and 
some milk is included. A minimum of 1,600 
to 1,800 calories per day was required for 
equilibrium of protein, calcium, and phos- 
phorus in balance studies on 14 women under 
70. Since three out of four women over 70 
were able to maintain body reserves on ap- 
proximately 1,500 calories, total food needs 
may possibly be lower after 70. The reduction 
appears to occur rather abruptly in response 
to a decreasing number of activities and in- 
terests. Complaints of chronic fatigue, non- 
specific ill health, and lack of energy were 
common in all older women ingesting less 
than 1,500 calories daily. 


Lentigo Senilis. 

Epwarp P. Cawtrey, M.D., and Artuur C. 
Curtis, M.D., Arch. Dermat. & Syph., 
62 :635-641, 1950. 

From 25 to 30 per cent of people over 50 have 

senile lentigines— pigmented macules_ on 

backs of the hands and wrists or occasionally 
on face and ankles. Lesions rarely develop be- 
fore the fourth decade, are often familial, 
have no relation to health, and may be one 
cm. or more in width. For cosmetic removal, 

Edward P. Cawley, M.D., and Arthur C. 

Curtis, M.D., use surgery or electrodesicca- 

tion and curettage. 


Among lesions to be considered in differ 
ential diagnosis, freckles are lighter and more 
scattered. Simple lentigo usually appears 
after infection in the third to twentieth year, 
varies from one to eight mm. in diameter, and 
may become malignant. Seborrheic keratoses 
are commonly elevated and have distinctive 
microscopic structure. 


The Use of Procaine in Peripheral Vas- 
cular Diseases. 
Hymen D. Stern, M.D., Clin. Proc. Jewish 

Hosp., 3:78-81, 1950. 

Symptoms of occlusive arterial disease in 
elderly patients may be greatly relieved by a 
short course of intravenous procaine therapy. 
In some instances, pain and spasm disappear 
completely for six months or more. 

Every day for ten days, Hymen D. Stein, 
M.D., of the Jewish Hospital, Philadelphia, 
inject 1,000 cc. of a five per cent concentra- 
tion in saline or glucose at the rate of 80 
drops per minute. Pain and claudication were 
relieved in 14 of 15 cases of arteriosclerosis 
obliterans, and ulcer healing was stimulated 
in two of three additional instances. In seven 
patients with diabetic gangrene less striking 
improvement was observed. 


Active Rheumatic Carditis in Patients 
Over 40 Years of Age. 

FeLtix Wrosiewski, M.D., and WILLIAM 
J. Messtncer, M.D., American Heart J., 
40 :345-353, 1950. 

The clinical criteria for the diagnosis of 

active rheumatic heart disease in children and 

young adults are well established and include 
migratory polyarthritis, carditis, electro- 
cardiographic abnormalities, leucocytosis, and 
increased sedimentation rate. Recognition of 
rheumatic carditis is more difficult in the 

patient over 40. 

Study of the pathological findings supplied 
by 34 autopsied cases of histologically proven 
active rheumatic carditis occurring in indi- 
viduals beyond 40 years of age comprise the 
report by Wroblewski; and Messinger from 
New York University, Goldwater Memorial 
Hospital. Microscopic examination disclosed 
fibrin, inflammatory cells, and newly formed 
blood vessels in the valves plus occasional 
Aschoff bodies in the myocardium as _ evi- 
dence of acute disease. Chronic changes were 


‘thickened or hyalinized valves with lym- 


phocytic infiltration in the myocardium. 

Clinical diagnosis correlated very poorly 
with pathological diagnosis, for suspicion 
of activity of rheumatic infection was present 
in only seven of the 34 cases, and in but 14 
cases was a history of rheumatic disease ob- 
tainable. Physical examination alone sug- 
gested heart disease in 27 instances. The usual 
clinical impression was arteriosclerotic and/or 
hypertensive heart disease. Laboratory studies 
were not too helpful as in only 16 cases was 
the sedimentation rate elevated. X-rays were 
suggestive in some patients. 
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GERIATRICS zu the NEWS 


All announcements and news relating to geriatric medicine and 
research should be directed to GERIATRICS, Editorial De- 
partment, 84 South Tenth Street, Minneapolis 2, Minnesota. 








National Conference on 
Chronic Disease 
The first national conference of the Com- 
mission on Chronic Illness will be held in 
Chicago at the Edgewater Beach Hotel on 
March 12, 13 and 14, 1951. Co-sponsors of 
the conference are the National Health 
Council and the U. S. Public Health Serv- 
ice. Present day scientific knowledge re- 
garding prevention and early detection of 
major chronic illness will be reviewed in- 
cluding that on cancer, heart disease, 
arthritis, rheumatism, diabetes, blindness, 
deafness, tuberculosis, syphilis, and neuro- 
muscular disorders such as poliomyelitis, 
multiple sclerosis, cerebral palsy and 
epilepsy. The steering committee for the 
conference consists of the following: Drs. 
Lester Breslow, San Francisco; I.Jay Bright- 
man, Albany, N. Y.; A. L. Chapman, 
Daniel Blain, Washington; Ward Darley, 
Denver; Vlado Getting, Boston; Thomas 
Parran, Pittsburgh; Edward S. Rogers, 
Berkeley, Calif.; Milton Terris, C. J. Van 
Slyke, Bethesda, Md.; Ernest B. Howard, 
Andrew C. Ivy, Chicago; Charles Cam- 
eron, Thomas D. Dublin, John W. Fer- 
ree, T. Duckett Jones, Brewster Miller, 
James E. Perkins, Hart Edgar Van Riper, 
New York, and also Miss Ruth Hubbard, 
R. N., Philadelphia; George Cooley, Miss 
Loula Dunn, Peter G. Meek, Miss Edna 
Nicholson, Maurice J. Norby, Chicago. 
e 
Surgeons to Meet in Virginia 
The second of a series of seven sectional 
meetings of the American College of 
Surgeons will be held in Hot Springs, 
Virginia, on February 26 and 27 with 
headquarters at The Homestead. Attend- 
ance will be largely from Alabama, Flor- 
ida, Georgia, Kentucky, North Carolina, 
South Carolina, Tennessee, Virginia, 
Washington, D. C., and West Virginia, 
although there is no geographic restric- 
tion. The first sectional meeting was held 
in St. Louis, Missouri, January 22 and 23. 
The other five sectional meetings will be 
held in Philadelphia, March 5 and 6; New 
Haven, March 16 and 17; Portland, Ore- 


gon, March 26 and 27; Denver, April 6 
and 7; and Detroit, May 10 and 11. 
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Society Formed in Italy 

The Italian Society of Gerontology and 
Geriatrics was officially established at a 
meeting at the Medical Clinic of the Uni- 
versity of Florence. Professor Greppi, 
clinician of Florence, was elected presi- 
dent. The society developed from a group 
of research workers in this field formed 
in 1948 through the efforts of Prof. 
Maurizio Ascoli, clinician of the Uni- 
versity of Palermo. The society con- 
tributed numerous reports to the First 
International Congress held at Liege and 
will participate in the next National Con- 
gress of Medicine and Surgery. 


New Hospitals, Treatment and 
Research Centers 

Plans are underway for the new Clinical 
Center of the National Institutes of Health 
at Bethesda, Maryland. The plans as now 
drawn up call for a 14-story, reinforced 
concrete building with red brick exterior, 
with six auxiliary buildings for supporting 
functions. The causes, treatment, preven- 
tion and control of chronic diseases will be 
studied in a combined program of basic 
laboratory research and clinical investiga- 
tion. There will be 500 research beds for 
patients whose medical conditions are suit- 
able for inclusion in a research project in 
process. It is estimated that the building 
will be completed in November, 1952, and 
open for the reception of patients in Jan- 
uary, 1953. . 


Taxpayers and professional groups of St. 
Louis County, Minnesota, have developed 
a plan for better institutional medical 
and nursing care of long term patients. 
.Patients will be hospitalized in three new 
infirmaries which are being built ad- 
jacent to general hospitals. The county 
pays for construction and furnishing and 
then leases the buildings to non-profit 
associations for operation. An infirmary 
of 125 beds was recently completed in 
Virginia, and the first of two planned 
150 bed institutions is nearing completion 
in Duluth. 


. 

On September 25, Governor Luther Young- 

dahl dedicated a new building for 150 
(Continued on page 70) 








When the diagnosis is 


Pyelitis | 





Firsts 





consider "=<, 
MANDELAM! 


Mtrhey, 






LATE 


urinary antisepsis oe 








to establish 


and maintain 


S 











o establish and maintain urinary 

antisepsis, MANDELAMINE* is 

many times preferred because it 
is quickly effective against the organisms 
most commonly encountered in urinary- 
tract infections. Its exceptional freedom 
from untoward reactions and its wide 
range of antibacterial activity commend 
it for use as soon as the diagnosis has 
been made. 


Urinary antisepsis is often achieved in 
uncomplicated pyelitis in as few as three 
days. Speedy recovery is thus secured in 
many cases without necessitating higher- 
cost therapy. 


Renal insufficiency is the only major 
contraindication to MANDELAMINE 
therapy. 


MANDELAMINE is available in bot- 
tles of 120, 500, and 1,000 enteric-coated 
tablets, through all prescription phar- 
macies. Comprehensive literature and 
samples for clinical trial will be furnished 
to physicians on request. 





NEPERA CHEMICAL CO., INC. 


NEPERA PARK, YONKERS 2, N. Y. 





* MANDELAMINE is the registered trademark of Nepera Chemical Co., Inc., for its brand of methenamine mandelate, 








When the diet 
is deficient in vitamins 


THERAGRAN Offers your patients the 
clinically proved, truly therapeutic 
“practical” vitamin formula* recom- 
mended by Jolliffe. (Jolliffe, Tisdall 
& Cannon: Clinical Nutrition, New 
York, Hoeber, 1950, p.634.) 


THERAGRAN supplies all of the vita- 
mins indicated in mixed vitamin 
therapy in the carefully balanced, high 
dosages needed for fast recovery from 
mixed deficiencies. 


Each Theragran Capsule contains: 


Vitamin A . 25,000 U.S.P. Units 
VitaminD . . «2 + » 1,000 U.S.P. Units 
Thiamine Hydrochloride .... . 10 mg. 
Riboflavin . . 1. + «© + © © © « 5 mg. 
ae ae ee ee ee 150 mg. 
Ascorbic Acid 150 mg. 


Bottles of 30, 100 and 1000 


*Thiamine content raised to 10 mg. 


When you want truly therapeutic dosages specify... 


THERAGRAN 


for therapy... 


and correct the patient’s diet 


SQUIBB 








GERIATRICS 


Geriatrics in the News (Continued) 
elderly men and women with nervous dis- 
orders at the St. Peter state hospital. This 
is the fifth geriatric unit to be opened this 
year at various Minnesota state hospitals 
under the expanded mental health pro- 
sram. When the eighth and last such unit 
g re cig 
is completed this year, 1,200 older men and 
women will be occupying units that are 
considered among the most modern in the 
country. e 
Ceremonies for laying the cornerstone of 
the new recreation and physical therapy 
center building at Oak Forest Institutions 
were held October 30. Oak Forest Institu- 
tions opened in 1910 as the County Poor 
Farm. It has been converted into an in- 
stitution for the care of the aged and the 
chronically ill.-with a geriatric hospital in 
connection with it. Today’s average pop- 
ulation is 2,700 patients. Research will be 
a part of the new rehabilitation program. 
At least 300 patients may participate in 
the occupational therapy and physical 
medicine program daily. 


Dedication ceremonies marking the open- 
ing of the first new unit of the New York 
University-Bellevue Medical Center will be 
held January 24, 1951. The Center’s first 
building located at 400 East Thirty-fourth 
Street, is being completed at a cost of 
$2,055,000 and will provide facilities for 
the Medical Center’s Institute of Physical 
Medicine and Rehabilitation. The new 
facilities will provide for 80 inpatients and 
150 outpatients per day, more than doubling 
the present capacity for service. 
° 

Elections and Appointments 

Dr. E. Cowles Andrus, Baltimore, Mary- 
land, was installed as president of the Amer- 
ican Society for the Study of Arteriosclerosis 
at the annual meeting in Chicago in No- 
vember. Dr. G. Lyman Duff, Montreal, 


was chosen vice president and Dr. O. J. 


Pollak, Quincy, Massachusetts, was re- 
elected secretary-treasurer. 
e 


Dr. Martin Cherkasky, Hartsdale, N. Y., 
has been named director of the Monte- 
fiore Hospital to succeed Dr. Ephraim M. 
Bluestone, director since 1928. Dr. Blue- 
stone was appointed consultant to the 
hospital, including its Montefiore Hospital 
Country Sanatorium at Bedford Hills. 
Both appointments are effective Janu- 
ary 1. 
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GERIATRICS IN THE NEWS 


Geriatrics in the News (Continued) 
Popular Reading 
“Magna Charta for the Aging,” an article 
by Marion Robinson in the October Survey, 
reviews the accomplishments of the Na- 
tional Conference on the Aging held in 
Washington, D. C., on August 13 to 15. 
“Can Businessmen Lick Old Age?” is dis- 
cussed by Dr. Charles E. Dutchess of 
Schenley Laboratories, Inc., in the No- 
vember 11 issue of Business Week. 

. 


Old People in France 


Out of France’s forty-odd million in- 
habitants, 6,770,000 persons are aged 60 
or over; 12,246,000 are under 19 years of 
age; and there are only 11,540,000 persons 
between the ages of 20 and 39. There are 
11,010,000 between the ages of 40 and 59. 
A poll conducted by the National In- 
stitute of Statistics shows that 43 per 
cent of the nearly 7,000,000 aged are liv- 
ing in conditions of poverty, that nine 
per cent are in distressing conditions, 
and that 41 per cent live modestly. 





SAFE WALKING... 


for invalids and 
recuperating persons 










The Anchor Walking Aid leads 
the way to renewed strength and 
confidence. It's sturdy, light- 
weight, easy to handle. Can be 
taken or used anywhere. Won't 
tip or slip. Used by hospitals 
throughout U.S. $1 2.501.0.8. 


Order today. (Cash with Order) 


Anchor Mfg. Co 


55 W. Water St., Piqua, Ohio 














Therapeutic dosages 
give therapeutic results 


“...recovery from a nutritional defi- 
ciency is usually retarded if one 
depends only upon the vitamins sup- 
plied in food.” (Spies and Butt in 
Duncan: Diseases of Metabolism, 
ed. 2, Phila., Saunders, 1947, p.495) 





When you want all of the vitamins indicated in 
mixed vitamin therapy in the necessary high dosages 
..- specify THERAGRAN 


Each Theragran Capsule contains: 


VitaminA . . . 2. « « 25,000 U.S.P. Units 
Te 2s dk on 1,000 U.S.P. Units 
Thiamine Hydrochloride ..... 10 mg. 
Riboflavin . . . . 2 « « ees 5 mg. 
Niacinamide a Te te ok oe a 150 mg. 
Aecorble Acid ok 5 tw a st tl 150 mg. 


Bottles of 30, 100 and 1000 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


SQUIBB 


**THERAGRAN’* = T. M., E.R. SQUIBB & SONS 














RELEASE THE T-E-N-S-I-O-N 







(BUFFINGTON'S) 


- provides sedation for both central and 
peripheral nervous systems to potentiate 
more effective spasmolysis in cardiac, 
pyloric, biliary and urinary spasm, and 


in many conditions associated with neu- 





rospastic disorders. 


FORMULA AVAILABLE AT 
PRESCRIPTION PHARMACIES 


Each tablet contains: Apro- 
barbital 50 mg., homatropine 
methylbromide 2mg., hyoscine 


hydrobromide 0.0065 mg. BU amin Cake). he INC. 


Write for billiography WORCESTER 8, MASS. U.S.A. 





Everest & Jennings Folding Wheel Chairs 


A BOON TO ELDERLY PEOPLE 


Everest & Jennings folding Wheel 
Chairs are LIGHTEST AND 
STRONGEST of all! They fold 
compactly, making it easier for 
elderly people to travel, work, and 
play. Beautifully designed of 
chromium plated tubular steel. 
Insist on a genuine Everest & 
Jennings Lightweight Wheel Chair. 
America’s finest. 





ALL WELDED JOINTS — NO RIVETS 


See Your Nearest Dealer or Write 


EVEREST & JENNINGS °%" 


761 North Highland Avenue 
Los Angeles 38, California 
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STUDIES IN ATHEROSCLEROSIS V 
Lecithin in the Development and 


Prevention of Atherosclerosis’ 
0. J. Pollak, M.D. 


MONG the various theories concerning the mode of development of 
atherosclerosis, the “macromolecular” concept is gaining more and 
more support. There is mounting evidence that the qualitative state 

of cholesterol is more important than its quantity and also that substances 
other than cholesterol may damage the cardiovascular system. 

One group of investigators approached these questions experimentally 
and described vascular alterations observed in animals after intravascular 
introduction of foreign substances. Another group of scientists supplemented 
anatomic observations by physicochemical studies of animal and human 
blood plasma. 


Pt tree produced atherosclerosis in dogs, rabbits and rats by prolonged 
intravenous administration of large doses of gelatin, ovalbumin, polyvinyl- 
alcohol, methyl cellulose, pectin and gum acacia. Saltykow* damaged the 
intima of rabbits’ blood vessels by repeated intravenous injections of staphy- 
lococci. Harrison® observed pulmonary vascular lesions in rabbits injected 
intravenously with particles of fibrin. 

Klotz* was the first to induce atherosclerosis in rabbits by repeated 
intravenous injections of colloidal cholestérol in olive oil and in sodium 
oleate. Olive oil alone was found damaging to blood vessels. Seeman® and 
Merkulow® described the production of intimal granuloma in pulmonary 
arteries of rabbits and dogs injected with a single dose or with multiple 
doses of cholesterol in sunflower oil. The earliest positive observations were 
made twenty minutes after injection. Bevans, Abell and Kendall’ injected 
rabbits intravenously with large amounts of cholesterol stabilized in sodium 


*From the department of experimental pathology, Presented at the seventh annual meeting of the 
Quincy City Hospital, Quincy, Massachusetts. American Geriatrics Society, New York City, June 
2, 1950. 
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stearate and obtained atherosclerotic lesions within 13 days. Pollak and 
Wadler® initiated atherosclerotic alterations in rabbits by intravascular injec- 
tion of cholesterol homogenized into partially deproteinized rabbit serum. 
Doses as small as 65 mg. of a fine and 15 mg. of a coarse cholesterol sol 
were found effective and foam cell aggregates were detected in the subintima 
of rabbits sacrificed immediately upon completion of injection. Similar lesions 
were produced by injection of colloidal graphite or sodium stearate. 

Moreton” studied the Tyndall effect of human blood plasma after meals 
and ascribed to chylomicrons a major role in the development of human 
atherosclerosis. Becker, Meyer and Necheles’® discussed differences in post- 
prandial chylomicron curves in the blood of young and old persons. Gofman 
and associates’ found giant molecules of lipoproteins in the blood plasma 
of human beings with myocardial damage as well as in the blood of rabbits 
rendered hypercholesteremic through prolonged feeding of cholesterol. The 
number of giant molecules was higher in old persons than in the blood of 
young ones. 

PROBLEM 

: who agree that plasmatic dyscolloidity, in a broad sense, or 
dyscholesteremia, specifically, is the major cause of atherosclerosis base the 
prevention of this disease on attempts to prevent such colloid disturbance. 
It is well known that the greater the amount of fat in the blood plasma the 
more likely and easier will the fat particles clump into large chylomicrons. 
The same process appears to be true for cholesterol. Postprandial hyper- 
lipemia (hypermacrochylomicronemia) can be avoided by regulation of the 
fat intake with each meal. Hypercholesteremia can be influenced by dietary 
restriction over an extended period of time. 

Prophylactic efforts should be directed toward stabilization of plasma 
colloids and the restoration of eucolloidity. Many extraneous agents could 
be tested for this purpose. Three substances which normally occur in the 
human body, that is, albumin, lecithin and the bile acids, should be investi- 
gated to this end. To date, lecithin alone was given an experimental trial, 
both in vitro and in vivo. 

EXPERIMENTAL 

;- PREPARE Colloidal suspensions of lecithin the method developed by 
Pollak and Wadler* for cholesterol sols was adopted. The protein content 
of pooled rabbit serum was assayed and sufficient ammonium sulfate (c.p.) 
was added to reduce the protein content by one third (in some series, by 
20 or by 10 per cent, only; in one series, the serum was not deproteinized), 
the material was dialyzed for 12 hours in running tap water, then passed 
through a bacterial filter. Under sterile conditions, 100 mg. of lecithin (ex 
ovo, Pfanstiehl) were added per 100 cc. of serum and the preparation homog- 
enized for 30 minutes. In this manner, a fine suspension of lecithin was 
obtained, the particles of which measured about 0.02 microns as estimated 
microscopically in the dark field. Such sols proved stable as long as they were 
kept sterile. Intravascular injection of the lecithin suspensions was well 
tolerated by rabbits. 
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The rabbits were of same breed and age; their average weight was 
2.5 kg. One series of animals was injected intravenously or intracardially 
with the lecithin sol, only. A second series of rabbits was treated with mix- 
tures of cholesterol and lecithin homogenized into the same vehicle. 

First series. Pairs of rabbits were injected with 100 mg. lecithin into 
the ear vein. A single injection was given. The survival times of the rabbits 
were 30 seconds, 3, 10, 30, or 60 minutes, 3, 6, and 24 hours. All rabbits 
in this series showed damage to the pulmonary arteries. The large arteries 
were affected more tian medium sized vessels; the small arteries and arte- 
rioles were not affected. The damage consisted of marked edema of the mus- 
cularis and separation of the myofibrils by wide interspaces. This alteration 
resulted in a definite thickening of the vessel wall. The intimal endothelium 
cells showed spotty and moderate hydropic change. In none of the rabbits 
sacrificed within ten minutes after injection was there damage to extrapul- 
monary arteries. In contrast to this observation, all the rabbits killed later 
than ten minutes after injection showed some degree of damage to the 
aorta (figure 1). The alterations were similar to that seen in the pulmonary 
arteries (figure 2). All rabbits sacrificed later than three minutes after injec- 
tion had steatosis of the liver. The degree of steatosis was proportional to 
the survival time after injection of lecithin, with the maximum degree 
observed after three hours. Rabbits killed six or twenty-four hours after injec- 
tion had less severe hepatic steatosis than those seen after three hours. 


Lien rabbits were injected with three equal doses of 50 mg. lecithin. 
Injections were made into the ear vein in 30-minute intervals and the ani- 
mals sacrificed ten minutes after the last injection. The resulting alterations 
were the same as in rabbits injected with a single dose of 100 mg. and killed 
ten minutes later. The only difference consisted in the distribution of the 
fatty changes which, in addition to the liver, were present in the adrenal 
cortex: and renal glomeruli. The higher degree of steatosis was due to the 
larger total amount of lecithin injected (150 mg.). 

Four rabbits injected intracardially with 100 mg. lecithin suspension 
each and sacrificed ten to 30 minutes later failed to show vascular altera- 
tions. Steatosis of the liver corresponded to that seen after intravenous 
injections, 

Second series. Pairs of rabbits were injected into the ear vein with 
mixtures of cholesterol and lecithin. The proportion of cholesterol to lecithin 
was 80:20 (4:1), 75:25 (3:1), 66:33 (2:1), 50:50 (1:1), 33:66 (1:2), 
25:75 (1:3), and 20:80 mg. (1:4). In the first two groups (injected with 
4:1 and 3:1 mixtures) and in the last group of rabbits (1:4 mixture), four 
different suspensions of lecithin were used: in one, the serum had not been 
deproteinized, in the second, ten per cent of protein had been removed, in 
the third, 20 per cent, and in the fourth mixture, 33 per cent of serum pro- 
tein had been salted out with ammonium sulfate. All other animals were 
injected with lecithin homogenized into serum from which 33 per cent of 

















70 GERIATRICS 


protein had been removed. All animals were sacrificed promptly after injec- 
tion but two rabbits which were allowed to survive 30 minutes. 

All animals in this series showed multiple vascular alterations in the 
lungs. The large and medium sized arteries were affected by lecithin, mainly, 
whereas the small arteries and arterioles were predominantly harmed by 
cholesterol. The majority of blood vessels was affected by both agents. 
Lecithin damaged the media and cholesterol the intima and subintima. 
Evaluation as to which substance caused more damage to one particular 
artery was rather simple. In small and medium sized arteries, acicular spaces 
were visible which corresponded to cholesterol crystals (figure 2). The num- 
ber of crystals was larger in rabbits injected with serum which had not been 
deproteinized or from which only ten per cent of protein had been removed. 
The crystals were lodged within the lumen and appeared to rest between 
cushions of thickened intima and subintima. The two rabbits killed 30 min- 
utes after injection showed very little of the lecithin effect but a marked 
cholesterol effect (figure 4). Subintimal lesions featured many fibroblasts 
and lymphocytes as early signs of organization. 


DISCUSSION 


aiesienskia injections of lecithin to animals have been made for various 
reasons. Some investigators compared the influence of lecithin and of cho- 
lesterol on phagocytosis, on the erythrocyte sedimentation rate, on blood 
clotting, on vasodilatation and vasoconstriction. Others investigated the 
ability of lecithin to counteract alkaloids and anesthetics. Still other scientists 
studied the effect of lecithin on the cerebral cortex. It is of interest to note 
that in all such studies a certain, and for each phenomenon specific, propor- 
tion of cholesterol and lecithin was needed to accomplish neutralization of 
the mutual effect. 

Wuttig’’ injected lecithin intravenously to rabbits and concluded that 
it is resorbed faster than neutral fat. Dahmlos and Solé’* studied cellular 
permeability by injection of cholesterol and lecithin suspensions intrave- 
nously and found that storage of these substances occurred suddenly and that 
coarse particles disappeared from the blood stream faster (in six hours) 
than fine micels (in 26 hours). Remesoy and Tavaststyerna™ found lecithin 
injected intravenously in rabbits and dogs less toxic than cholesterol. They 
thought that herbivorous animals reacted to injection of either substance 
by a “protective increase” of the other one. 

Lecithin has been fed to rabbits repeatedly for the specific purpose of pre- 
venting atherosclerosis. Downs’® found large oral doses of lecithin extremely 
damaging while ‘small’ amounts fed simultaneously with cholesterol for 
periods up to four months protected rabbits’ blood vessels. The amount 
of lecithin used in his study exceeded nine to 12 times that of cholesterol. 
Kesten and Silbowitz’® claimed similar successful prevention of atheroscle- 
rosis in rabbits using 32 times more soya lecithin than cholesterol (5 gm. to 
150 mg.) in feeding. Figuring that soybean lecithin contains but 20 per cent 
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Fig. 1. Aorta; 10 minutes after intravenous injection of 100 mg. of a fine suspension of lecithin; 
X 800. 
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Fig. 2. Main pulmonary artery; 30 minutes after intravenous injection of a mixture of 75 mg. 
cholesterol and 25 mg. lecithin (3:1) in colloidal suspension; X 800. 
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of lecithin, the proportion of lecithin to cholesterol was 6 : 1. Ladd, Kellner 
and Correll'’ injected detergents (Tween 80, Triton 20) intravenously to 
rabbits fed cholesterol and ascribed prevention of atherosclerosis to the 
mobilization of phospholipids which appeared to rise in the blood of animals 
so treated. The view that the hydrophobic cholesterol is held in suspension in 
blood plasma by hydrophilic phospholipids has been previously voiced by 
Neuschlosz.’* 


Ei HE results of our study indicate that lecithin introduced into the blood 
stream of rabbits damages the blood vessels. Its effect differs from that of 
cholesterol. Lecithin affects predominantly large arteries while cholesterol 
damages small arteries first. Another even more significant difference is the 
damage to the media by lecithin contrasting intimal and subintimal altera- 
tions induced by cholesterol. One cannot but wonder whether lecithin does 
not play a role in the etiology of arteriosclerosis, that is, medial calcinosis,* 
while cholesterol seems significant in the development of atherosclerosis 
which terminates in atherocalcinosis. The initial lesions of both types seem 
reversible. Lecithin is absorbed faster than cholesterol. Steatosis of the liver 
appeared three minutes after lecithin was injected into the blood stream 
while steatosis was never observed before ten minutes after similar introduc- 
tion of cholesterol. Thirty minutes after injection of a cholesterol-lecithin 
mixture the cholesterol effect alone persisted as visualized by tissue sections. 

The resorption of cholesterol deposits is not enhanced by lecithin, when 
the two substances are administered together. Increased permeability of cell 
membranes does not seem to allow faster passage of cholesterol. Regardless 
of the proportion of the two substances, lecithin does not prevent intimal 
damage caused by cholesterol. The extent and degree of vascular alterations 
initiated by cholesterol injected simultaneously with lecithin is comparable 
to the damage caused by cholesterol alone. 


examination of colloidal cholesterol suspensions with and 
without lecithin reveals that crystallization of cholesterol takes place in vitro 
on admixture of lecithin. Extensive intravascular crystallization of choles- 
terol occurs when mixtures of cholesterol and lecithin are injected into the 
blood stream. This phenomenon does not occur when cholesterol in fine 
suspension, with micels of a size comparable to that of the mixtures 1s 
injected intravascularly into rabbits. Thus, lecithin does not seem to act as 
stabilizer for cholesterol particles in vitro or in vivo. 

Our study does not shed light on the question whether or not lecithin 
prevents or influences the mode of action of cholesterol in animals rendered 
hypercholesteremic by feeding of cholesterol. In experiments based on intra- 
vascular injections, which are designed to mirror more closely the actual 
state of cholesterol in the blood of patients affected with atherosclerosis, 
lecithin has no beneficial effect upon dyscholesteremia and its sequelae. 


*Dr. W. Raab kindly brought to my attention that lecithin is the only lipid with which epinephrine (and 
‘possibly nor-epinephrine) forms a physical linkage. 
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Fig. 3. Pulmonary artery, medium 
sized (diameter of lumen 420 mi- 
crons); 30 minutes after intravenous in- 
jection of a mixture of 66 mg. choles- 
terol and 33 mg. lecithin (2:1) in 
colloidal suspension. Note — acicular 
space in lumen-cholesterol crystal, 
cholesterol effect upon subintima, and 
lecithin effect upon media; X 800. 


Fig. 4. Pulmonary artery, medium 
sized (diameter of lumen 400 mi- 
crons); 30 minutes after intravenous 
injection of a mixture of 75 mg. choles- 
terol and 25 mg. lecithin (3:1) in col- 
loidal suspension. Note early organiza- 
tion of subintimal lesion; X 800. 
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SUMMARY 


1. The bibliography pertaining to the subject of lecithin in its relation 
to atherosclerosis is reviewed. 


bo 


A method of preparation of stable injectable lecithin sols is described. 
Results of intravascular injections of lecithin sols to rabbits are 
reported, with a description of the differences in the action of lecithin 


wn 


and of cholesterol upon blood vessels. 

4+. Results of simultaneous intravascular injection of colloidal cholesterol 
and lecithin are given, pointing out the inability of lecithin to prevent 
the action of macromicels of cholesterol upon the blood vessels or to 
mitigate or modify such action. 


The author expresses his appreciation to Mrs. Bella Wadler for ass’stance in this study, and to Mrs. 


Marie Evans and Mrs. Beryl Murray for the preparation of tis ue sect ons. 
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Sponge Biopsy in Screening 


for Uterine Cancer’ 
Bernard L. Cinberg, M.v.t 


HE DETECTION of uterine carcinomatosis in the elderly woman is one 

of important problems confronting the geriatrician, since statistics 

indicate that approximately 30 per cent of all cancers of the corpus 
occur after the age of 50.'* Ideally, the best approach to the problem would 
be an annual visit to a well trained gynecologist. However, all geriatricians 
are only too well acquainted with the reluctance with which women over 
fifty view a visit to a woman’s specialist. 

In the current hysteria over cancer diagnosis, our cancer detection cen- 
ters are often unable to care for the enormous number of patients with 
which they are confronted. Elderly women are far in the minority among 
the applicants for diagnostic survey. The younger women are much more 
progressive in their attitude toward preventive medicine, whatever may be 
the reasons for this frame of mind. 

The importance of early detection of uterine malignancy requires no 
further reiteration. It suffices to say that preclinical diagnosis of malignancy 
is the single most important factor in the therapy of carcinomatosis. Con- 
sequently, a means to expedite and simplify the screening for uterine car- 
cinoma must be devised if the mortality from this disease is to be sub- 
stantially lowered. 


O BVIOUSLY, the screening should remain in the hands of the physician 
who sees the majority of our patients, namely the family doctor. Further- 
more, the screening procedure must be painless and so simple to perform 
that it can bé adapted for use under everyday circumstances. The different 
conditions of medical practice which exist in our varied population, with 
its complex socio-economic structure, must not be a barrier to its acceptance. 

Cost is an important consideration in the practical application of any 
diagnostic procedure. A test which utilizes only existing medical facilities 
without the necessity for purchasing new drugs, chemicals or apparatus, is 
most likely to gain wide acceptance. ‘ 

A technic which meets all these prerequisites is the sponge biopsy.* 
Here, a protein sponget is cut into convenient sizes and is rubbed briskly 
against the walls of the posterior vaginal fornix and over the external os 
of the cervix. Finally, a rectangular-shaped sponge is rotated in the cervical 
canal..A uterine dressing forceps is used to grasp the sponge in all these 
manipulations. If the technic is properly carried out, there will be thin 
sheets of cervical mucous membrane and a collection of exfoliated cells in 


*Read ‘at the seventh annual meeting of the Ameri- clinic Post Graduate School, New York City. 
can Geriatrics Society, New York City, June 2, 1950. tUpjohn’s Gelfoam No. 12. 
tAdjunct- professorof- obstetrics,-New York Poly- 
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Sponges cut in varied shapes for biopsy of cervix and cervical canal. 
The bottom triangular sponge is best adapted for insertion into the canal. 


Sponge biopsy. Carcinoma of cervix. Photomicrograph, low power. 
Note tumor tissue and epithelial pearl to right. On the left is framework of 
cellulose sponge with enmeshed tumor tissue. 











SPONGE BIOPSY IN SCREENING 


Sponge biopsy. Carci- 
noma of cervix. Photo- 
micrograph, high pow- 
er enlargement of 
enmeshed tumor tissue 
and sponge seen at 
lower left. Note large 
size of tumor cells, 
with variation in size 
and shape of nuclei. 


Surgical specimen ob- 
tained from same pa- 
tient. Carcinoma — of 
cervix. Photomicro- 
graphs, low power. 
Note abundant growth 
of tumor tissue on the 
surface at the right. 
It also extends into the 
underlying stroma. 
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the interstices of the sponge. The sponge is then dropped into ten per cent 
formalin and is treated exactly like a surgical specimen. 

It may be imbedded in paraffin, cut by microtome and stained with 
hematoxylin and eosin. The facilities of the average pathological laboratory 
are adequate for the preparation of the specimen, as special stains and trained 
technicians are quite unnecessary. A well trained pathologist can easily diag- 
nose the sponge biopsy specimen in a minimum of time, since he is accus- 
tomed to working with the medium and the H. and E. stain. 

The application of the sponge biopsy to mass screenings may well be 
accepted where more complicated technics stand in the way of detecting 
asymptomatic uterine carcinomatosis in the mass of older women. The fact 
that her own doctor can obtain the specimen is of utmost importance in 
dealing with a reserved elderly woman. Furthermore, the ease of prepara- 
tion diagnosis in the sponge biopsy should make the procedure attractive to 
the doctors in rural areas where cancer detection centers have not been 
established. 

In those cases where the sponge has been reported to have collected 
malignant cells or tissue, there must be recourse to surgical biopsy and 
curettage. Therapy should not be instituted until the diagnosis has been 
confirmed by surgical biopsy. Sponge biopsy is best considered as a screen- 
ing technic rather than as an instrument for final diagnosis. 

The chronicity of uterine carcinomatosis is now well established. In the 
past, the chief drawback to early detection and adequate therapy has been 
the fact that uterine cancer rarely gives signs or symptoms until it has started 
invasion. In the sponge biopsy we have a simple and inexpensive technic 
whereby a large percentage of uterine malignancies can be detected before 
invasion has begun. The absorption of exfoliated cells and the scraping of 
surface tissues by the protein sponge enables a diagnosis to be made long 
before the situation is clinically hopeless. 
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Testosterone for Skin Disease* 
Ben B. Wells, M.D., Robert D. Lowrey, M.D., and Ellis P. Cope, M.D. 


CHRONIC SKIN LESIONS of five women past 70, in a mental institution, 
were much improved by testosterone propionate. Metabolic deficiency was 
shown by dry, nonelastic tissue, petechiae, keratoses, or actual weeping der- 
matitis and ulceration. Twenty-five milligrams of the hormone were in- 
jected every other day. No other medication was used. Secondary sex char- 
acteristics were unaffected, although ordinary dosage of 200 to 300 mg. 
monthly was much exceeded. 


*The use of testosterone in elderly women. J. Invest. Dermatol. 15: 381-384, 1950. 

















Morbid Anatomy of Old Age 


Trevor H. Howell, M.c.r.p.ep.,* and A. P. Piggot, M.R.CS., L.R.C.P.t 


Part I. Pathological Findings in the Tenth Decade 


HERE Is, as yet, little knowledge concerning the morbid anatomy 

found in aged patients. Textbooks of geriatric medicine, such as those 

of Stieglitz and Thewlis, are chiefly clinical and statistical in their 
approach. Textbooks of pathology, such as that of Moore, have little, that is, 
specific to say about the morbid changes occurring over the age of 70. In 
this paper are presented the findings at autopsy on a series of 25 subjects 
aged 90 or over—all autopsies performed by the same pathologist. Six of 
the cases were male; 19 were female. Fourteen of the series died from 
“cardiovascular degeneration,” a label which will be discussed later on; 
five from broncho-pneumonia; three from “myocardial degeneration” ; one 
from cerebral thrombosis; one from a carcinoma of the breast; and one 
from gangrene of the foot. The post mortem examinations were carried out 
not only to find the causes of death, but also to study the effects of age on 
certain tissues and organs of the body. In 13 of the cases, the liver, spleen 
and kidneys were weighed. In nine subjects, for one reason or another, the 
brain was not examined; in ten, no study of the bone marrow was made. 
These omissions occurred in the early part of the investigation before a 
standard technique was evolved. The time taken to collect these cases was 
just over three years. Most of the subjects came from the wards of St. John’s 
Hospital at Battersea. Three, however, died at St. James’ Hospital, Balham, 
and three more at Lambeth Hospital. 








TABLE I 
SERIES ACCORDING TO AGE AND SEX 
VN" par ie eee De 99 98 97 96 95 94 93 92 gl 90 =Total patients 
Remae 3 8 i ok I 2 0 I 4 I 2 2 I 5 19 
NIC a ec iaine 3 0) t) 1 I 0 0 r) 2 I I 6 
Number in each 
year bracket ....... I 2 I 2 4 I 2 4 mt 6 25 
RESULTS 


The arteries: : 

In accordance with the dictum of Cazalet that ‘‘a man is as old as his 
arteries” particular care was taken to study the condition of the aorta, the 
coronary vessels and the cerebral arteries. Several of the subjects had been 
examined during life and their peripheral arteries graded according to the 
system laid down by one of us (T. H. H.). It was found that there was no 
relationship between the condition of arm or leg vessels and the internal 
arteries at post mortem. For example, one man of 90 had calcified femoral 
arteries giving rise to gangrene of the feet and legs, thickened and tortuous 





*Consulting physician, Geriatric Unit, St. John’s +Morbid anatomist, also of St. John’s Hospital, 
Hospital, Battersea, London, S.W., England. Battersea, London, S.W., England. 
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brachial vessels, one calcified radial and one which was quite soft. His aorta 
proved to have but little atheroma and the coronary arteries even less, while 
the cerebrals were not far from normal! In the series as a whole, four sub- 
jects had slight atheroma of the aorta without any calcification ; four showed 
moderate atheroma; and the remaining 17 had considerable atheroma with 
much calcification, chiefly in the abdominal portion and at the isthmus of 
the arch. Several cases had antemortem clot present, which might be just a 
patch over an atheromatous “‘ulcer,” but in one case the whole aorta from 
valve to bifurcation was filled. Usually, however, thrombus was found only 
in the abdominal portion and was not extensive. In two subjects, local 
bulging was found in several sites, all of which had accumulated clot. These 
were not true aneurisms, but seemed associated with areas of atheroma or 
calcification. 

The coronary arteries showed more variation on ‘the whole. Six cases 
had minimal atheroma and no calcification, being widely patent for most 
of their course; ten showed moderate atheroma and slight calcification in 
small patches ; nine more were markedly calcified, with a poor lumen in some 
cases. The cerebral arteries of 16 subjects were examined. Five had little 
or no atheroma, seven demonstrated moderate change, while four showed 
advanced atheromatous deposits. On the whole, the middle cerebral was most 
often affected. Other branches were involved to a lesser extent and not 
so often. 





TABLE II 
STATE OF MAIN ARTERIES 
Coronary Cerebral 
Aorta Arteries Arteries 
Little atheroma 16% 24% 31% 
Moderate atheroma 16 40 44 
Considerable atheroma 68 36 25 
100% =25 100% —=25 100%—=16 





The heart: 

The most common feature found on examination of the heart was some 
degree of hypertrophy of the left ventricle, which was found in 14 subjects. 
One left ventricular wall was one inch thick, while another was not much 
less. Eleven showed patchy fibrosis of the myocardium, mainly affecting the 
left ventricle. Three had definite scars of old coronary infarcts. Three more 
showed a general fatty change in the muscle, while two had developed fatty 
infiltration among the fibers in the right ventricle. Five cases showed brown 
atrophy; this always occurred in organs which were small. Only 11 hearts 
in this series were weighed, and these varied from 51% ounces to 14 ounces. 
No less than 22 of the organs showed changes in the valves on the left side. 
(There was never any lesion of either pulmonary or tricuspid.) The com- 
monest finding was some thickening of the edges of the cusps, affecting the 
aortic valve in eight patients and the mitral in seven. Three bodies had 
developed calcification in the ring at the base of the mitral valve, while seven 


‘ showed some calcification of the aortic cusps. Two subjects had definite 
aortic stenosis, while one, who had had slight mitral stenosis, had survived 
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to the age of 99 and 11 months in spite of it! Only five cases showed no 
change at all in the aortic cusps: ten had mitral valves within normal limits. 
Two bodies had adherence of the pericardium all over the heart, but the 
adhesions were not dense. One subject showed some scattered atheroma of 
the pulmonary artery. It was noticed that all the cases showing fibrosis of 
the myocardium had developed at least moderate atheroma in their coronary 
arteries. One of the examples of generalized fatty change, however, had 
nunimal atheroma in her vessels. 
TABLE III 


CHANGES IN THE HEART 





Number Per cent 

Change of cases of cases 
Hypertrophy of the left ventricle : ss : ar} 56 
Patchy myocardial fibrosis 7 44 
Old coronary infarcts we 3 12 
Fatty change in the myocardium 3 12 
Brown atrophy ........... : 5 20 
Thickening of aortic valve cusps 8 32 
Thickening of mitral valve cusps ae 28 
Calcification in aortic valves 7 28 
Calcification in mitral rings 3 12 
Aortic stenosis 2 8 
Mitral stenosis I 4 





Respiratory system: 

Examination of the larynx showed that three subjects had ossification 
of the cartilages with some calcification; 16 had well marked atrophic 
emphysema ; seven presented the hypertrophic variety and two showed noth- 
ing of special note. Seventeen patients had developed some edema of the 
lungs, while eight had patches of broncho-pneumonia, which in three was 
not the probable cause of death. Two women, both 98 years of age, showed 
a scar at the apex of one lung with associated pleural thickening. One of 
them had a small cavity and one or two points of caseation as well. Three 
cases showed a terminal pleural effusion, which in one instance was of 
malignant origin. Eight had more or less extensive pleural adhesions, vary- 
ing from fine filaments to tough bands. Several of these subjects had given 
no history of previous pulmonary disorders. One woman showed deposits 
of secondary carcinoma of the breast in the lungs and pleura, while another 
had a small new growth in one bronchus, which was not the cause of her 
death. Several cases had calcification of the bronchial cartilages, while those 

TABLE IV 


CHANGES IN RESPIRATORY ORGANS 





Number Per Cent 

Change of cases of cases 
Ossification of larynx as 12 
Atrophic emphysema . 16.. 64 
FAYDSrETODNIC SMPHYSEMA . .. 6. es cea Cinghees 28 
Edema of lungs. 17. . 68 
Broncho-pneumonia 8... 32 
Apical scars in lung 2 8 
Pleural adhesions . S28 32 
Pleural effusion .. . a 12 
Chronic bronchitis 8 32 
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who died a cardiac death had bronchi purple and congested in their lower 
reaches, but more normal above. Eight of the series had evidence of chronic 
bronchitis, with muco-pus lying on an inflamed mucous membrane. Only one 
patient showed anything like extensive pulmonary fibrosis. Marked black 
pigmentation of the lungs and bronchial glands was not uncommon, and 
was particularly noticeable in three subjects. No pulmonary infarct or other 
vascular lesion was encountered among those in this age group. 

Digestive tract: 

On the whole, few serious lesions were found in the stomach, duodenum 
or intestines. The commonest abnormality was diverticulosis of the sigmoid 
colon, which was present in ten cases. Two subjects had an open gastric 
ulcer, while another showed the scar of a healed ulcer. One stomach pre- 
sented a polypoidal appearance; another had petechial hemorrhages of 
unknown origin; two seemed to have an atrophic mucosa. In the colon, 
there was one instance of moderate dilatation, not sufficient to be termed 
“megacolon.” Another patient showed an ulcer of the rectum, which did not 
appear malignant to the naked eye. The liver was nearly always smaller 
and lighter than the normal weight of three to four pounds, varying in 
those that were weighed from one pound, one ounce to two pounds, eight 
ounces. Four of these organs were deformed by one or more deep vertical 
grooves, the result of past tight corset lacing. Five showed venous conges- 
tion, one of them being tough and granular. One had areas of focal necrosis, 
while another presented multiple cysts filled with clear fluid. The pancreas 
was usually normal, but seemed thin and atrophic in 11 subjects. One of 
these organs measured 34 inch wide by % inch thick. Fatty infiltration 
was seen in three cases, one having very little pancreatic tissue left. The 
only pancreas that was dissected out and weighed turned the scale at one 


, 


ounce, the normal being about 314 ounces. Yet, on the whole, there was 
little significant change in the digestive tract when studied by the naked eye. 
Other organs: 

When the spleen was examined, the most frequent change observed was 
some hyaline thickening of the capsule, which was found in 16 instances. 
This was usually rather patchy and resembled the appearance of newly fallen 
snowflakes. The organ itself was nearly always small, being between one 
ounce and 4% ounces in the specimens which were weighed. The color 
tended to be darker than normal and the vessels seemed to be thicker and 
more prominent than in younger subjects. The main splenic artery was 
sometimes atheromatous. 








TABLE V 
CHANGES IN DIGESTIVE TRACT 

Number Per Cent 

Change of cases of cases 
ER NMNORS SIE MONON 05505 5, 02s. 9/5 34W np Apes Aah A SS 4.9 3.408: See EG... rere tty oh 40 
Open gastric ulcer... .. SscN ar See kre me sis.r0 5 Fd aie ge RR oe re 
Scar of gastric ulcer....... ees sine "9! Wika RS AIDS ak ee ee 4 
Atrophy of gastric mucosa......... Sy re NL 5 ORR! seis Sat ec i. 
Congestion of liver......... sy aT Ae vas eon a mientras iG Son css SARA TS 25 
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The kidneys also were lighter in weight than usual, the heaviest being 
six ounces and the lightest two ounces. In several cases one kidney was half 
an ounce heavier than the other, even when the general appearances were 
similar. Three of the organs examined appeared normal to the naked eye. 
Nine more showed some thickening of the smaller arteries, but no narrow- 
ing of the cortex and no increase of pelvic fat. Three showed the shrunken, 
coarsely scarred kidneys familiar in textbook pictures, Five had a finely 
granular surface, narrowed cortex, thickened vessels and increased pelvic 
fat; while five others possessed a mixture of scarring and granular surface 
with irregular cortical narrowing. In two instances, the right and left kidneys 
differed, one showing more advanced changes.than the other. One organ 
showed a hydronephrosis, associated with an enlarged prostate. 





TABLE VI 
RENAL APPEARANCE 
Number Per Cent 
Appearance of liver of cases of cases 
UME RMERN oo at.) Sc owt. vacates ose, oes. cials «Nev gw ee St ee ee 12 
Kr “Dhickenine of vessels only. 5.5)... c. as ss ese, 3 . 36 
K2 Coarse scarring. Patchy cortical narrowing.............. ea oe Cee 
K3 Granular surface, narrow cortex, thickened vessels, excess fat 5............20 
Pear oF PIMOS IRE osc FCS e ONL Stats SMe ees chee AN eer; 20 
25 = 100% 





The brains of those examined did not show a wide variety of changes. 
Seven subjects had some wasting of the frontal or parietal convolutions, 
with deepening and widening of the sulci; four had patchy thickening of the 
pia mater; three appeared to have dilated lateral ventricles with some excess 
of cerebrospinal fluid; two had softening in or around the basal ganglia; 
while three more showed pigmented patches in optic thalamus or lenticular 
nucleus. One case of cerebral softening in the occipital lobe was found. In 
another, there was a large subdural hematoma which had flattened the upper 
surface of the right cerebral hemisphere. The appearance of the cerebral 
arteries has already been mentioned. 

When the bone marrow was examined, it was found normal in eight 
cases, pale and fatty in five, gelatinous in four. Among other changes 
encountered, two instances of cortical adenoma in both suprarenals, four 
cases of enlargement of the prostate, and three adenomas of the thyroid 
may be mentioned. This latter gland was normal in appearance except for 
one instance of local calcification. In 13 bodies, a special note was made of 
the condition of uterus and ovaries. The uterus was small in 12 of these, 
with four showing fibroids which were sometimes found to be calcified. Pus 
was present in the lumen of one uterus and blood in another. The ovaries 
were invariably small, even to the point of being difficult to discover in one 
case. Three of the patients showed massive adhesions between gall bladder, 
colon and duodenum. Four cases showed marked osteoarthritis; but the 
joints were not opened in every subject, so that other examples were doubt- 
less missed. 
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DISCUSSION 

In considering the significance of these various autopsy findings, it is 
convenient to restrict the findings to those changes which are common. If 
conditions are selected which are found in more than half the bodies 
examined, only six lesions fulfll this criterion. The commonest is a con- 
siderable degree of atheroma in the aorta. Next comes pulmonary edema, 
followed by atrophic emphysema, hypertrophy of the left ventricle, some 
form of myocardial degeneration and changes in the valves of the heart. 
Since pulmonary edema is essentially a secondary condition, and usually 
followed either cardiac failure or cerebral damage in the patients examined, 
it may be excluded as a non-senile lesion. It is therefore significant that four 
out of the five remaining pathological states have their seat in the cardio- 
vascular system. As has already been seen, no less than 56 per cent of the 
cases appeared to die with a combination of atheroma and degenerative 
changes in the heart, which were therefore termed “cardiovascular degenera- 
tion.” This proportion was greater than had been the case in a former series 
of 240 patients aged 80 and over, in whom it had been 20 per cent. In a 
third series of 470 cases aged between 75 and 80 years, the total had been 
only eight per cent. All cases here mentioned had come to autopsy and were 
personally recorded by the pathologist (A.P.P.). It therefore seems as if 
the combination of extensive atheroma with cardiac changes rises sharply 
with advancing years. 

Although the death certificates of these patients were signed under the 
term “cardiovascular degeneration,” it was difficult to decide exactly which 
lesion had been responsible for their actual decease. Several of the cases had 
just faded away, others had died after progressive cerebral ischaemia, one 
or two had passed away quite suddenly. It seems likely that the immediate 
cause of death in such patients, who had no other significant pathological 
lesion, must have been some disturbance of function. The results of examin- 
ing subjects of this type sometimes make the pathologist wonder if there 
might be such an entity as senile “physiological” death. In any case, the 
amount and degree of atheroma present in the several bodies examined was 
found to be so variable that it supported the view that atheroma, per se, is 
not an essential component of the entity of aging. 

While myocardial degeneration was the cause of death in only 12 per 
cent of the cases, it was present in some form and to some degree in no less 
than 76 per cent. The morbid anatomical features of this group of conditions 
has been described elsewhere, and its frequency in those over 80 pointed out, 
which was 50 per cent of the bodies examined. Its incidence therefore seems 
to increase with advancing years. As regards common left ventricular 
hypertrophy, the tendency to hypertension in the aging would lead one to 
expect this. It was found in 56 per cent of the present series and in 38 per 
cent of those over 80. The valvular changes are more difficult to explain. 
If they are considered as examples of the generalized process which includes 


‘atheroma and calcification in other parts of the cardiovascular system, they 
fit the pathological scheme. There is, however, a school of thought which 
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considers ‘‘calcific disease of the aortic valve” to be due to past rheumatic 
carditis. The relatively high incidence of changes in the aortic cusps found 
among the subjects examined throws some doubt on these views, unless, of 
course, rheumatic heart disease be considered as conducive to longevity ! 

Atrophic emphysema is the only common condition in this series to be 
found outside the cardiovascular system. It was present in 64 per cent of 
the bodies. In the other series it was found in 55 per cent of those over 80 
and in 37 per cent of those between 75 and 80. This again seems to be one 
of the conditions definitely associated with advancing years. 

The final impressions remaining after examining these autopsy find- 
ings are a prevalence of degenerative changes in various parts of the cardio- 
vascular system, an absence of infective diseases, the small proportion of 
patients with a new growth, the preponderance of women and the frequent 
difficulty of deciding the exact cause of death. 

SUMMARY 

1. The findings at post mortem on 25 subjects age 90 and over are 

described. 

2. Common lesions included considerable atheroma of the aorta, 
pulmonary edema, atrophic emphysema, left ventricular hypertrophy, 
some forms of myocardial degeneration and changes in the valves of 
the heart. 

3. The term “cardiovascular degeneration” is discussed. 

4. Comparison .is made with other autopsy findings in old people. 


REFERENCES 2. Howe xt, T. H. and A. P. Piacor. in press. 
1. Howe tt, T. H.: Old Age: Some Practical Points 3. Karsner, H. T. and S. Koretsxy: Calcific Dis- 
in Geriatrics and Gerontology, second edition, ease of the Aortic Valve. New York: Lippincott 
London: H. K. Lewis, 1950. Company, 1947, 


Part II. Pathological Findings in the Ninth Decade 
N part I of this series the autopsy findings in 25 subjects aged 90 and 
over were described. It is now proposed to deal with the results of 
examining some 90 cases dying between the ages of 80 and 89, most 
of whom came from the wards of St. John’s Hospital, Battersea, London. 
This is a hospital for the chronic sick, so that it rarely admits patients with 
in acute illness. The age distribution is given in table I. 





TABLE I : 
AGE DISTRIBUTION OF AUTOPSY SUBJECTS 
Age 89 88 87 86 85 84 83 82 81 8o Total 
Number 5 3 Ul 7 8 12 II 10 12 II =g90 





When the actual cause of death in these subjects was considered, two 
difficulties were encountered. First of all, many of them had several patho- 
logical processes, so that it was difficult to decide which was responsible for 
dissolution. Secondly, some of them had no lesion sufficiently severe or acute 
to be the unquestionable reason for their demise. Under these circumstances, 
the most recent or most acute disease was chosen as the immediate cause of 
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death. In two instances, however, the morbid anatomical findings were not 
sufficiently marked to indicate any definite lesion, even in the cardiovascular 
system (table IT). 








TABLE II 
CAUSES OF DEATH 
Number Per cent 
of cases of cases 
Cardiovascular degeneration 0G). Siw aides 21 
Myocardial degeneration 5 ST eT 19 
Bronchopneumonia 5 eee 17 
Cerebral thrombosis _ : 8 MLS Li ted 
Chronic bronchitis Shs teceye o%rs ei : ee 
New growths (8 different situations) : or M0 ane ae 8) 
Other diseases ; ; : Zi. Coonan 14 
Cause of death uncertain ; er ere re 
90 100% 





Cardiovascular system: 

When the aorta in these subjects was examined, there did not seem to be 
sufficient evidence to suggest that those in the later eighties had more degen- 
eration than those in the earlier quinquennium. Some 55 cases showed con- 
siderable atheroma with calcification; 17 had moderate atheroma; 11 had 
only slight changes visible. No less than 16 displayed areas where local bulg- 
ing of the vessel caused aneurysmal swelling. None of these were obviously 
syphilitic; all appeared to be due to weakening of the wall by atheromatous 
changes. In the coronary arteries, 38 had marked atheroma with calcifica- 
tion; 25, moderate changes; while 17 showed little degeneration. The heart 
muscle showed a general fibrosis in 19 of the cases. Scars of an old coronary 
occlusion were present in eight subjects. Marked fatty infiltration was found 
in five, while the muscle was soft and friable in 13. In 35 instances the heart 
was weighed. The results varied from 614 to 19 ounces. In 50 of the hearts 
examined there was some degree of hypertrophy in the left ventricle, which 
had a wall 34 inch thick in several patients. The aortic valve was thickened 
in 31 cases, atheromatous in 12 and calcified in 12. There were two examples 

TABLE III 


CHANGES IN CARDIOVASCULAR SYSTEM 











Coronary Cerebral 
Aorta Arteries Arteries 
Little atheroma yy 21% .29% 
Moderate atheroma 20% .31% 43% 
Marked atheroma 77%. . 48% . 28% 
Hypertrophy of left ventricle ; 56% 
General myocardial fibrosis 21 
Friable myocardium i 14 
Scars of old infarct ee, gh 
Fatty infiltration . k fash oes ae 
Aortic valve thickened 35 
Aortic valve atheromatous : <3 ae 
Aortic valve calcified 13 
Mitral valve thickened 23 
Mitral valve athromatous its eee 
Mitral valve ring calcified Fee ae 
DERN SN  WRCNNGIE oo os cas vin Shs Sees pb ee ieee ei aes 13 
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of aortic stenosis with calcification and one of aneurysm in the sinus of Val- 
salva. The mitral valve was thickened, usually at its edge, in 21 subjects, 
atheromatous in seven, and had the ring at its base calcified in ten. No less 
than 12 patients showed definite stenosis of the mitral orifice, but it was 
difficult to decide how many of these were due to past rheumatic carditis. 
Lungs: 

Atrophic emphysema was present in 25 cases and the hypertrophic variety 
in 55 of the remainder. Some degree of bronchopneumonia was found in 22 
subjects, and was the cause of death in 15, as has already been seen. Pul- 
monary edema occurred in no less than 50, often apparently as a terminal 
complication. Scars of pulmonary tuberculosis were obvious in 22 cases, with 
small cavities present in three. Bronchitis was found in 34 instances, usually 
chronic rather than acute in nature. Only three subjects had definite bron- 
chiectasis. No new growths of lung or bronchus were present in this series. 
On examination of the larynx, the cartilages seemed to be ossified in 12 cases 
TABLE IV 


CHANGES IN RESPIRATORY ORGANS 





Larynx calcified or ossified : : : eres 
Atrophic emphysema .. pee Sean Ea pet Mevior dca 
Hypertrophic emphysema ....... : : : a 
Edema of lungs........ : : > 0 
Bronchopneumonia ..... ead : ; ae tree 
Apical scars in lung. . : - Rens ? eee 25 
Chronic bronchitis ee hor tale Seema ete a ee re hee 38 





and calcified in eight more, but the distinction was not always easy to make 
with the naked eye. 
The intestine: 

In this age group, peptic ulcers were less frequent than expected. Active 
gastric ulcers were present in six cases and scars of old ulceration in the same 
number. Duodenal ulcers were found in only 3 patients and scars of past 
ulcers in one. Diverticula of the large intestine were relatively common, being 
obvious in 33 instances. In the small intestine they occurred twice. One sig- 
moid diverticulum contained an abscess which had perforated and caused 
general peritonitis. Another was gangrenous and associated with a collection 
of pus in the Pouch of Douglas. In regard to new growths, three were found 
in stomachs, while esophagus, colon, and rectum had one each. 





TABLE V 
CHANGES IN DIGESTIVE TRACT 
Diverticwlasis Gt -COION. 2.45. diva cvas c. ar eee, et As 37% 
Open gasttic uleérs.. os cs ahd Arta Bal cae died Seep ies when Cin tues PP 
RSG tor MIM SET AC AN OED og 5. cs codiscarse aa alW Rec ak 8a ce pe gh tec errs <a an 7 
Detonned! Nveh oo. Fs onde as Seca oe CE erg ASE eer 
Capsular thickening of spleen... . ; pce or .. 49 





Brain: 
The brain was examined in 47 of the patients. Some 19 definite lesions 
were found, all but three being cerebral thrombosis. In 14 subjects there was 
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little or no atheroma in the Circle of Willis at the base of the brain. Some 20 
cases showed moderate changes, while 13 had advanced arterial degenera- 
tion. A few brains were somewhat wasted, but this did not always coincide 
with senile mental changes during life. When this organ was weighed, it 
varied from two pounds, one ounce to three pounds, one ounce in those 
examined. 

Other organs: 

All the kidneys of patients in this series fell into the classification which 
has already been described for this organ in old age. Usually, both right and 
left kidneys showed similar changes, but occasionally one was more advanced 
in type than the other. In 17 subjects there was no abnormality present. 
These organs weighed from two ounces to seven ounces, except in one very 
large kidney of 12 ounces, whose partner was undeveloped. Fifteen showed 
arterial thickening without scarring or any marked granular change. The 
weights of these ranged from 234 ounces to 6% ounces, older subjects gen- 
erally having somewhat lighter kidneys. Fifteen more had marked scarring 
present and their weights varied from 2% to 5% ounces. In 21 cases, there 
was a granular surface, narrowed cortex, thick vessels and increased pelvic 
fat. Here the weight varied from two to 4% ounces. Some 12 subjects pre- 
sented a picture which was a combination of the last two. The weights of 
these ranged from 2% to 5% ounces. It will be seen that the organ tends to 
be lighter, the more advanced the renal changes. When the main renal artery 
was examined, the origin was sometimes involved in a patch of atheroma as 
it branched off the aorta. The rest of the vessel, however, rarely showed any 
changes. 





TABLE VI 
RENAL APPEARANCES 

Normal organ ; : 19% 

Ki. Thickening of vessels only... .. og Ng sive broealae coher re 

K2. Coarse scarring ph egaberate ans sia diate ater Ape eae i? 

K3. Granular surface, narrow cortex, thickened vessels, excess fat 24 

K2-3. Mixed type ae 5 ees nh 13 
100% 





The most interesting feature regarding the liver was the relative fre- 
quency of deformity, 40 per cent, associated with previous tight corset lacing 
in women or tight belts in men. This organ tended to be lighter than in 
younger subjects, varying from one pound, eight ounces to three pounds, 11 
ounces. Only four of the series weighed more than three pounds, while 11 
were under two pounds. Yet to the naked eye, no gross change was present 
in the cut surface, nor was the histology much altered. Apart from con- 
gestion and one or two secondary new growths, there was no disease present 
in this organ, though several subjects showed stones in the gall bladder, 
which had evidence of past inflammation. 

The most prominent feature of changes in the spleen was the proportion 
of cases showing capsular thickening, which occurred in 50 per cent of the 
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total. This might take the form of a few white spots on a normal capsule, or 
it might amount to real “sugar icing.’’ Nearly all the organs were much 
lighter than normal, the weights ranging from one ounce to ten ounces. 
There did not seem to be any direct relationship between age and weight 
within this group. Apart from one case with a tuberculous abscess of the 
organ, the only pathological change found was congestion. 

The bone marrow was examined in the sternum. It was normal in 43 
per cent, pale in 30 per cent, fatty in 20 per cent and showed gelatinous 
degeneration in seven per cent. Most of the cases showed evidence of osteo- 
arthritis somewhere in the body. This seemed to be commonest in the spine, 
then the knee and, less often, the hip. 

Other disease processes found in this series were new growths in pros- 





tate, bladder, kidney, ovary and breast—each in one subject only. Two died 
from pyelonephritis and two more from hemorrhage into the mesentery from 
an unknown source. Two patients with gastric ulcers also died from hemor- 
rhage. There was only one example of cerebral hemorrhage and one of recent 
coronary thrombosis as an immediate cause of death. It will therefore be seen 
that the pathology of cases in this chronic hospital differs considerably from 
that described elsewhere when a similar series of subjects from a general 
hospital was examined. 
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Erythrocyte Sedimentation Rate in Aged Normals* 


Sten Eckerstrom 


RECENT stTuby carried on at Vasa Hospital, in Gothenburg, 
Sweden, shows that apparently no difference exists between the 
erythrocyte rate in aged and young normals. In this study of 100 

aged males and 100 aged females, average erythrocyte rate was found to 
be 6.3 mm. in the men and 10.4 mm. in the women. All of these patients were 
over 70, with 77 per cent of the men and 60 per cent of the women between 
70 and 80 years of age. All were found to be healthy after thorough exami- 
nation and prolonged observation in hospitals. 

Apparently the belief that normal values differ in the aged arose because 
of the frequent occurrence in the elderly of dormant pathological conditions 
which are accompanied by elevation of the erythrocyte sedimentation rate. 


*Acta Medica Scandinavica (Supp. 246) 138: 59-63, 1950. 














Early Diagnosis 
and Management of Gout" 


F. Daniel Suttenfield, M.v.t 


“A disease, like gout, which has been within the orbit 
of medicine for many centuries, inevitably carries not only 
a rich tradition of masterly clinical observation but also 
prejudices and superstitions. It is our obvious duty to 
re-examine transmitted concepts, including those now ac- 
cepted by us, from time to time in the light of newly 
gained experience.” 


URING the past twenty years or so, numerous reports have appeared 

in the literature to the effect that gout is a forgotten disease. Fur- 

thermore, it is generally agreed that the gouty patient has had his 
gout, symptomatically, for ten to fifteen years before it is first diagnosed as 
such. It is the purpose of this paper to suggest how this malady can be 
diagnosed early and managed effectively, especially during an acute gouty 
arthritic episode. 

Since the days of “shotgun” prescriptions for ‘rheumatism,’ when the 
arthritides were less differentiated than today, pharmaceutical houses have 
marketed various mixtures which have been recommended for rheumatism, 
arthritis, and gout. One of these mixtures still in use is a combination of 
sodium salicylate, sodium iodide, and colchicine. In the course of using such 
medication, it was observed that an occasional patient manifested a hyper- 
sensitivity either to the iodide or to the salicylate. It was also observed that 
the real benefits of such a mixture were difficult to evaluate and were unsuited 
for use as a diagnostic and therapeutic agent in gouty arthritis. For use 
in this study, therefore, colchicine and colchicine-sodium salicylate were 
especially prepared, since the beneficial effects of these drugs in the treatment 
of gout are well established. Colchicine by mouth has long been used as a 
therapeutic test, as well as the drug of choice in the treatment of gout. 


a. HE method, which involves both diagnosis and treatment of the gouty 
arthritic patient, is based upon the intravenous administration of colchicine. 
Three thousand, one hundred and twenty-eight such injections have been 
administered to 340 adult arthritic patients in private practice over a four- 
year period. Fifty-six, or 17 per cent of these patients, were believed to have 
gout. The dosage varied from 1/100 grain (0.65 mg.) to 1/50 grain (1.3 
mg.), repeated as often as three to six hours, as indicated. 


*Read at the seventh annual meeting of the Amer- {The materials were furnished, in part, by Direct 
ican Geriatrics Society, New York City, June 2, 1959. Laboratories, Buffalo, New York. 
*+Washington, D. ( 
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Gout is essentially a disease of the geriatric age group, rarely seen before 
the age of thirty, but the commonest type of acute arthritis after the age 
of 40.° It must not be forgotten that the gouty patient is old enough to have, 
or to have had, any other type of arthritis. According to present knowledge, 
no particular type of arthritis confers immunity against any other type. 
Therefore, the patient must be evaluated individually, with the doctor fre- 
quently making the diagnosis of “mixed arthritis.” This perhaps accounts 
in part for the 17 per cent of gouty patients in this series as compared with 
the 10 per cent commonly given in other reports. The fact that these patients 
were in the better socio-economic groups and that over 80 per cent of them 
were past 40 years of age also accounts for the higher incidence. In respect 
to the socio-economic factors, it is recalled that only ten cases of gout were 
so diagnosed at Bellevue over a period of ten years. 


ADMINISTRATION OF COLCHICINE 


i. TREATING a case of acute arthritis of undetermined etiology in an adult, 
the pertinent history is first obtained, then a sample of blood is withdrawn 
for serum uric acid determination and 1.0 mg. of colchicine is injected 
intravenously through the same venipuncture. The colchicine is repeated in 
three to six hours for three to 12 doses, depending upon the patient's 
response. Of course, if the original serum uric acid sample of blood was not 
taken on a fasting level, it is taken opportunely during the course of the 
intravenous colchicine therapy. If the serum uric acid is found to be elevated 
over four mg. per cent, one to two grams of sodium salicylate are adminis- 
tered with subsequent doses of colchicine. Perhaps the most important ques- 
tion in the history of the patient is that of ascertaining what medications, 
if any, he has taken prior to the consultation. For obvious reasons, it may be 
misleading merely to ask him if he has taken aspirin or salicylate, as he may 
well have been taking some medication containing salicylate without being 
aware of it. 

Since colchicine is a specific for acute gout,’ it is felt that a diagnosis 
of clinical gout is justified when a case of acute arthritis responds favorably 
in 12 to 72 hours on intravenous colchicine. If the serum uric acid exceeds 
four mg. per cent, the diagnosis is doubly justified inasmuch as a hyper- 
uricemia alone is considered to be as valuable a test in gout as is the basal 
metabolic rate in a case of thyrotoxicosis.‘ This approach is safe, and is 
much more scientific and controllable than the oral therapeutic or diagnostic 
test. It not only assumes primary interest in the patient but closely equivalent 
interest in the underlying pathology. 

The patient is put to bed and given a soft diet and abundant fluids, with 
due consideration to the individual complications or co-existing disease. 
Opiates of any kind are avoided during the diagnostic phase. Once the diag- 
nosis is established, opiates for the relief of pain are optional, but are not 
given to control diarrhea or nausea and vomiting for the reason that these 
most undesirable side-effects do not arise on intravenous colchicine therapy. 
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Sundell’ has said that “it is a misdemeanor to jar a patient’s bed; it is a 
crime to jar a gouty patient’s bed.”’ Since colchicine is a marked local irritant 
to the gastro-intestinal tract, what a blunder to give a gouty patient an 
unnecessary diarrhea and vomiting bout by administering colchicine orally! 


INTERVAL TREATMENT 


A MORE appropriate type of patient on whom to institute good personal 
hygiene and preventive medicine could hardly be selected. Most gouty 
patients are overweight, they overeat and overdrink, they are in need of 
exercise, good air, and sunshine. Many have incipient hypertension, remedial 
biliary disease, and various types of foci of infection. They are in the cancer 
age group. Their occupational and economic status lend them to the coronary 
artery and cerebro-vascular groups. They are more susceptible to a variety 
of serious complications such as nephritis, hypertension and arteriosclerosis. 
Every gouty patient should have the benefit of a thorough diagnostic survey 
such as recommended by Stieglitz.° This can best be done after an acute attack 
has subsided. Everything reasonable should be done to bring the patient 
to the highest level of health and keep him there. It is not possible to prescribe 
a bottle or box of colchicine tablets and tell the gouty patient to use as many 
as he thinks he needs upon the earliest appearance of acute symptoms, mild 
or severe, since eight mg. of colchicine have been fatal.‘ The patient is urged 
to call the doctor to his home, or, if able, to come to the office. In either 
case, intravenous colchicine therapy is instituted. 


ps HE frequency of this therapy is determined by the individual patient’s 
need. In some of the more advanced or severe cases, or in cases having 
frequent acute attacks, the colchicine-sodium salicylate is given in amounts 
previously mentioned, once every other day indefinitely. It is believed that a 
low-purine, low-fat diet is justified as much as is a controlled diet for the 
diabetic patient, provided, of course, it is adequate in all known components 
of a balanced diet and adjusted to the individual patient’s weight and other 
requirements. 

The interval treatment is really the treatment of chronic gout. It is well 
to remember that gout is chronic with acute exacerbations from the onset.* 
The statement that the gouty patient gets over an acute attack completely with 
no loss of function or damage to the joints is unsound. If it were true, how 
does a gouty patient end up eventually with the marked deformities and 
impaired joints so commonly seen? Sir William Osler is credited with saying 
that if a man would live a long life, he should acquire a chronic disease and 
cater to it. If this philosophy were applied to the gouty patient, both his 
comfort and longevity would be increased. Yater,” as well as many others, 
believe that the interval treatment is more important than that of the 
acute attack. 

If the lower extremities are involved, as they usually are, attention must 
be given to optimum exercise and walking, minimizing walking up and down 
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stairs and on rough terrain. Physical therapy and massage are useful. 
Orthopedic surgery is indicated when the patient has disfiguring or disabling 
tophi. 


NEWER DRUGS 


ACTH has been used to provoke acute gouty attacks.” ACTH has been 
said to be useful in treating refractive acute gouty attacks.*’°'"’ It is interest- 
ing to note that colchicine is given with or after ACTH in these reports. 
ACTH is still in the optimistic phase of investigation, as the investigative 
pendulum swings, and time and further observation are necessary. While 
the exact mode of action of neither colchicine nor ACTH has been estab- 
lished, there are two similarities worth recalling. First, colchicine is a 
phenanthrene derivative; many hormones have the phenanthrene structure. 
Second, colchicine arrests cellular growth in the metaphase; ACTH is said 
to inhibit connective tissue cellular growth. 


SUMMARY 
The intravenous colchicine therapy in gouty arthritis is emphasized. The 
advantages are that it 
1. Possesses therapeutic effects which are the same generally good 
ones that have made colchicine the drug of choice in the treatment of gout 
for the past fifteen hundred years. 
2. Offers more exact, controlled dosage. 
3. Gives quicker relief for the patient with less discomfort. 
4. Provides rest for the patient as well as for the painful part. 
5. Does not cause nausea, vomiting or diarrhea in effective dosage. 
6. Obviates the necessity of giving the patient opiates unless for 
pain only. 

Permits better physician control of a patient suffering consider- 
able pain, and for which a highly potent protoplasmic poison is being 
used as the drug of choice. 

The only disadvantages, if they are disadvantages, are those inherent 
in the method of intravenous administration, and which are well known to 
all physicians. 


The drugs reported i in this paper may now be obtained through the Wm. S. Merrell C ompany, Cincinnati 
and are called “Cochine’”’ (brand of colchicine) and “Cochine with Sodium Salicylate.’ 
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Common Problems in 
Geriatric Surgery” 


Louis Carp, M.D., F.A.C.S. 


URGICAL RISK and the causes and possible prevention of operative mor- 
tality in geriatric surgery have been discussed in two previous com- 
munications from Goldwater Memorial Hospital.’ Only patients 

over the age of 60 are included in all the reports from our service. An 
analysis of the causes of death in 100 consecutive autopsy protocols in 
patients who died within one month after major operations, given in table I, 
shows that the major primary causes of death continue to be bronchopneu- 
monia, heart failure and peritonitis, and that the major contributory causes 
of death pyelonephritis and metastatic carcinoma. Up to 1945, our mortality 
ratey in 450 major operations (table I1), 13 per cent of which were of an 
emergency nature, was 22.6 per cent. This high rate becomes understandable 
if reference is again made to the extremely bad risks. From 1945 to 1950, 
the mortality rate in 851 major operations (table IT), has been reduced to 
17.3 per cent, with the emergencies constituting 24.1 per cent of the total. 





TABLE I 
CAUSES OF DEATH IN 100 CONSECUTIVE AUTOPSY PROTOCOLS IN PATIENTS OVER 60 YEARS OF AGE* 
Important 
contributory 
Principal causes causes 
Bronchopneumonia 28 10 
Cardiac dilatation 27 3 
Pulmonary edema - 
Peritonitis : 18 I 
Thrombosis and embolism : 7 2 
Sepsis I 
Pyelonephritis 6 15 
Coronary occlusion 3 2 
Anesthesia 5 Bie gletavnacs ee ahes ware 
Lung abscess I -- 
Metastatic carcinoma 1 12 
Decubitus ulcers .... -— 5 
Pulmonary tuberculosis ; ~- 3 
Bronchiectasis — 2 


100 





*Patients died within one month after operation. 


Sa pees SURGERY presents a special challenge, because disease may be 
so complex, varied, multiple and confusing that one patient may present a 
veritable pathological museum. Statistical treatment of experimental and 





*From the second surgical division, Goldwater tOnly patients who died within one month after 
Memorial Hospital, New York City. operation are included in postoperative mortalities. 
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TABLE II 


MAJOR OPERATIONS ON SUBSTANDARD RISK PATIENTS OVER 60 YEARS OF AGE 


* 





Per Cent Postoperative Deaths Per Cent 
No. Major Operations Emergency Within 30 Days Mortality Rate 
Period Total Emergency of Total Total Emergency Total Emergency 

1 2 sgl as EOE: NOG 4 Shee ca 2 Caen ree yeaa > 1 EE 7 Fe so 
See | Ree Rekory. anil eee ees eee ceK | eer os ar 50.0 
eee i eaeanereeties (> eae S272 23. IZ. sade Ree 
Gemee 8 ec. Os. oe Ft Dee eeeaeae 25 St + 26.8 
Rey fishin e es t,o BOS i p25 aes So aes 34 .18 sie sia 32.5 
1945-1949...... i .205 : .24.1 Pay S00. > « » <ages . 39.0 
1939-1944...... BOE se gig SQ... 13.0 102. .26 22.6 44.0 








*Postoperative mortality rates within 60 days. 


clinical results does not by itself disclose the truth, but merely estimates the 
probability that the apparent facts obtained are really true and that the same 
results will occur regularly under similar conditions. Every experiment or 
analysis, therefore, should if possible be so designed that tests of significance 
such as x’, t-test, analysis of variance, etc., can be applied to the findings, 
and if these are shown to be below the 95 per cent confidence level, cautious 
interpretation is necessary. The field of geriatric surgery is so large that 
only a few brief generalizations will be made in some of the more common 
problems in those above the age of 60. 


emergency Surgery: 

Emergency surgery produces an inordinately high mortality rate, about 
two and a quarter times that of elective surgery. Cutler** presented figures 
from our service which were discouraging. Up to 1947, during a seven-year 
period, there were 15 patients who were either in extremis or refused opera- 
tion. They ail died. Among patients whose average age was 74 years, there 
were 84 deaths following 188 emergency operations of various types, or a 
mortality rate of 44 per cent. And yet, if no attempt had been made for 
surgical relief or cure, nearly all these patients would have died. The salvage 
was, therefore, encouraging. Recent appraisal of our statistics shows a 
mortality decline from 71.9 per cent in 1945 to 26.8 per cent in 1948 and 
to 32.1 per cent in 1950 (table IT). Beck* studied 193 acute abdominal cases 
between the years 1942-1947, The mortality was 23.82 per cent. It must 
be remembered that variable factors on the x side of the equation make it 
almost impossible to compare the same cases. In spite of the discrepancy 
in these statistics, the foregoing figures serve to prove that senescence and 
the aging process vary greatly in different individuals. The risk is greatly 
enhanced because too many patients come to operation too late, especially 
when there are spreading infections and obstruction in various systems. 
Deterioration is then very rapid. In many cases procrastination is under- 
standable. Valuable time may pass because differential diagnosis may be 
difficult and work-ups become too prolonged; the pain threshold is usually 


*Cutler accepts as a mortality any death which has entirely unrelated cause. Patients who died without 
occurred during the patient’s entire stay on the ward, surgery are also included in his mortality statistics. 
even though it occurred months later from an 
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lowered; a pathologic mental state may interfere with a factual history anJ 
accurate recital of subjective symptoms; preoperative preparation may be 
longer than necessary; defeatists have a natural inclination to postpone 
surgery because ‘they are too sick or too old”; there is often a hope for the 
subsidence of a pathologic state as balanced against the feared surgical risk. 

If mortality in acute cases is to be reduced, quick supportive therapy 
should be initiated, the earliest and simplest operative therapy consistent 
with relief or cure, and all prophylaxis and treatment for postoperative 
complications. 


Cholecystostomy: 


E ARLY cholecystostomy is the operation of choice for acute cholecystitis 
and cholelithiasis. (Nearly all the patients in this group were classified as 
acute emergencies and most of them were desperately ill. Operations were 
frequently postponed for too long a time before admission to the surgical 
service.) Old people are especially susceptible to sudden gall bladder catas- 
trophies. In routine autopsies, a report indicates that the largest percentage 
of gall stones is to be found in those who are in the sixth and seventh dec- 
ades.? A report by the pathologist of Goldwater Memorial Hospital on gall 
bladder findings in 300 routine autopsies® shows that between the ages of 
60 and 100, 23.3 per cent of 133 men and 40.2 per cent of 87 women had 
diseased gall bladders with stones. In the eighth decade there were more 
men than women with gall stones. 

At the inception of our concentrated experience in geriatric surgery, the 
more conservative cholecystostomy was the operation of choice. A little 
later, with improvement in anesthesia, technique, supportive and antibiotic 
therapy, and with the existing preference for cholecystectomy, it became 
easy to follow the natural temptation to carry out this procedure. About 50 
per cent mortality ensued in nine cholecystectomies from the usual causes— 
pneumonia, heart failure, or peritonitis. Cutler’ reported from this service 
his analysis of results in surgery of the biliary tract based on 34 acute cases, 
in patients whole average age was 73 years. Such cases should come to 
surgery (cholecystostomy), he concluded, as soon as is consistent with 
reasonably adequate preparation. There is less shock in these very sick 
“would meet the imme- 
diate need for relief and save life.” Further, it was found that seven out of 
19 cases of acute cholecystitis had perforated gall bladders before operation 
within three days after onset of symptoms, with a resulting peritonitis. 


patients after this less formidable procedure which 


U NDER these conditions, cholecystectomy with its risk increase would 
seem to be disadvantageous. Too much delay in operative therapy after 
symptoms begin and continue may cause gall bladder perforation, cholangi- 
tis, increased liver and pancreatic damage and diminished general resistance. 
Patients who have common duct obstruction with jaundice deteriorate 


rapidly, bleed more easily and may suffer irreversible pathological changes. 
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An almost rigid policy favoring cholecystostomy has been adopted. In the 
last nine cases (average age 79.3 years) in which this operation was done, 
the postoperative mortality within one month was 22.2 per cent. There were 
also two primary cholecystectomies and one cholecystectomy after pre- 
liminary cholecystostomy in patients with an average age of 72.7 years. 
These three patients were comparatively good risks and all recovered. In a 
group of three patients (average age 72 years) who had a cholecystectomy 
and choledochotomy simultaneously, one died. One patient, aged 68, had a 
choledochotomy and recovered. In symptomatic common duct obstruction by 
stone, choledochotomy is performed if the stone can be removed easily. If this 
is not feasible, then only cholecystostomy is done, especially if there is a 
rewarding free flow of bile. If subsequent indications arise, a patient then 
is in better condition to withstand cholecystectomy or choledochotomy. 


Intestinal obstruction: 


Intestinal obstruction calls for immediate tube decompression, for 
methods to increase blood volume, restore fluid and electrolyte balance, and 
for quick operative. relief. The morbidity and mortality of intestinal obstruc- 
tion are directly dependent on its etiology, location, elapsed time, the length 
of incarcerated or strangulated bowel, and the effectiveness of preoperative 
preparation. There has been a growing tendency in mechanical intestinal 
obstruction to prolong for several days the use of gastrointestinal tube and 
suction decompression in the hope that it will replace operative therapy until 
a comparatively normal fluid and electrolyte balance is established. Clinical 
results have shown that, in the aged, such a policy is fallacious, leading to 
increased morbidity and a mortality of 60 per cent. When surgical relief 
was afforded within 24 hours, this mortality was cut to 39 per cent. Cutler® 
has supplied these figures after a study and evaluation of 120 cases which he 
collected from the Goldwater Memorial and Roosevelt Hospitals in New 
York City. Becker, Davis, and Lehman** have discussed 406 cases of intes- 
tinal obstruction in all age groups. Included were 108 cases above the 
age of 60, in whom the mortality rate was 38.6 per cent. These authors, 
also, stress early operative intervention, despite improvement with tube 
decompression. 


# OMPARATIVE flattening of the abdomen and an approach to normal 
chemical balance are all that are required before surgery. Preliminary and 
brief tube decompression is a temporizing measure to prevent vomiting and 
its attendant dangers of exhaustion and aspiration, to remove the toxic con- 
tents of stomach and intestine and to leave them deflated. In the very early 
and in some late stages of obstruction, a patient may improve very rapidly 
with tube decompression and parenteral therapy, thus giving the surgeon a 
false sense of security with a resultant postponement of surgery. Very often 
this plan will fail to improve the patient, but instead will turn the tide against 
him with such rapidity that he is in extremis. 


*They use as their criterion for a mortality, death pitalization. This was 20.1 days for 30 patients in 
resulting from any cause during the period of hos- their series. 
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The approximate site of the obstruction obtained from the history and 
physical signs can be further ascertained by the findings in an abdominal 
film with or without the aid of contrast substances. Such localization helps 
to place incisions more accurately, reduce operative trauma and disembowel- 
ment, and determine the specific type of therapy needed. If successful, then 
more radical therapy, if indicated, can be undertaken later with the patient 
in far better physical condition. 

Appendicitis: 

The clinical picture, as compared with that in younger people, is often 
confused and the history and physical signs may be atypical. Intraabdominal 
obstructions, inflammations and vascular accidents, a lowered pain threshold 
and diminished muscle spasm all complicate the diagnosis. Patients, as a 
rule, come to operation too late. This factor, together with the accompany- 
ing degenerative disease and the diminished resistance to infection, make 
gangrene, perforation, and postoperative morbidity and mortality take a 
sharp rise.*° 


fis WENTY-FIVE years ago, Maes'’ reported a mortality of 46 per cent in 
26 cases over 60 years of age. At the Goldwater Memorial Hospital, there 
have been 25 patients over the age of 60 who had a preoperative diagnosis 
of acute appendicitis. The mortality rate in 19 proved cases was 36 per cent. 
In another six patients, or 20 per cent, who were operated upon, the pre- 
operative diagnosis proved to be incorrect. In three of these patients no 
accountable pathology was found, one had a carcinoma of the cecum, one 
a fibrotic appendix, and one a calculous pyonephrosis. In the group receiv- 
ing surgery there were 12 men and seven women, with an average age of 
75 years, the youngest 60 and the oldest 90. Ten of the appendices perfo- 
rated, with abscess formation in five, with local peritonitis in four, and 
general peritonitis in one. Among the postoperative complications were 
gastric dilatation in two cases, paralytic ileus in one case and wound infec- 
tion in another. In the four autopsies among the seven patients who died, 
the causes of death were pneumonia and cardiac failure in one case, general 
peritonitis in two, and shock in the other. One patient developed carcinoma 
of the cecum six months after operation for a perforated appendix with 
abscess and an ileotransverse colostomy was performed. The patient died 
four months later from metastases. One patient died of cerebral hemorrhage 
and another of asthenia. 


Fractures of the neck of the femur: 


ae of the neck of the femur require operative fixation. Similar 
treatment is indicated in intertrochanteric fractures. 

At Goldwater Memorial Hospital, there have been 66 consecutive cases 
of fractured hips in patients over 60 years of age. They were divided about 
_equally between those involving the neck and those involving the inter- 
trochanteric regions. Fifty per cent of all these patients died within an 
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average time of 12 weeks, irrespective of the type of treatment (traction, 
operative fixation, plaster). The mortality was three times greater in the 
eighth and ninth decades than in the seventh decade. Forty-three per cent 
of the surviving patients were able to walk again, and of these about half 
needed the aid of an orthopedic appliance. The incidence of shortening in 
patients who had operative internal fixation was about 25 per cent. This 
rate was doubled in those patients who had other types of therapy. In the 
last 13 cases who had operative fixation for fracture of the neck of the femur, 
the mortality rate within 30 days was about 15 per cent. This lessened 
mortality rate probably resulted from a more rapid operative procedure and 
from the use of antibiotics and better supportive therapy. In this same group, 
the mortality rate rose to about 50 per cent within nine months from 
bronchopneumonia, heart failure, sepsis complicating suppuration of the 
submaxillary salivary gland, cerebral accident, and from volvulus of 
the sigmoid. 


hy THE primary purpose of operative fixation for fracture of the neck of 
the femur is to get patients out of bed, it seems logical that the same therapy, 
instead of traction, should be applied in the intertrochanteric fractures. When 
there is comminution or danger of comminution from operative trauma 
through an outer shell of bone which is thin, the use of wood screws will be 
found most advantageous. 


Hernia: 

Surgical therapy under local anesthesia is advisable for symptomatic, 
troublesome inguinal and femoral hernia. When these types of hernia are 
accompanied by pain, persistent discomfort, a disabling mass, recurrent 
incarceration and the truss habit, then the operative relief which can be 
afforded is most gratifying. There is little, if any, hesitancy to proceed with 
surgical repair in most patients, especially if this is carried out under local 
anesthesia, with nonabsorbable sutures, transplantation of the cord, and 
with sacrifice of the testicle, if this is indicated for better repair. It is heart- 
ening to see these patients walking about within 24 hours after operation, 
with a minimal amount of pain and with the physiological advantages of 
early ambulation. 


ae has reported from our clinic on 95 operations for hernia up to 
1947, including the results in 78 inguinal and 10 femoral hernias, about 50 
per cent of which were performed under local anesthesia. In the former 
group, eight were of the recurrent and six of the sliding type. Three patients 
among the 88 died after emergency surgery, two of bronchopneumonia and 
one of uremia. One of the elective cases died of an unrelated brain tumor. 
Since this report, 44 additional cases have been operated upon up to May, 
1950. There were no mortalities and the morbidity was almost negligible. 
All but one of the patients were men, and their average age was 71 years. 
Four patients had strangulation, but in no case was resection necessary. 
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In one of these patients there had been a coronary occlusion several hours 
before operation. Seventy-five per cent of the operations were performed 
under local anesthesia. All but five of the patients ambulated within 24 hours 
after operation. 

The use of the tourniquet in amputation is contraindicated: 

The bloodless field resulting from the application of a tourniquet pre- 
liminary to amputation, especially with crymal anesthesia, facilitates sur- 
gery. It is difficult to understand, however, how the extreme trauma of 
tourniquet constriction will not further damage pathological blood vessels 
which are subjected to a prolonged vise-like grip, and we have abandoned 
its use in the past three years, with what appears to be justifiable prejudice. 

Fifteen patients had supracondylar or mid-thigh amputations for arterio- 
sclerotic gangrene under crymal anesthesia with tourniquet. All the stumps 
were closed at operation and eight of them had wound breakdown. Five 
patients died of whom four were given autopsies. In three of these massive 
thrombosis was found in large blood vessels in the abdomen and thorax. 


, a findings presumably support the argument that the tourniquet was 
the main predisposing factor to produce the thrombosis and probably stump 
breakdown. It is difficult, however, to explain the recovery without compli- 
cation of 13 diabetic patients who had mid-thigh amputations for gangrene 
under crymal anesthesia with tourniquet. It may be that blood vessels in 
those with arteriosclerosis alone are more vulnerable to tourniquet trauma. 

The application of a tourniquet is the best method to use, however, on 
the patient who is in preparation for surgery, in order to limit the swift 
ascent of infection in a badly-compromised limb. Then, and only then, is its 
use recommended. 


Closure of stumps: 


— of mid-thigh amputation stumps in layers is advisable for 
diabetic or arteriosclerotic gangrene, except in those cases in which ascend- 
ing infection is demonstrated or suspected or when the circulation is so 
impaired that transected vessels produce minimal or no bleeding. There has 
been no reason to abandon these principles especially since the discovery of 
insulin and the introduction of antibiotics. Extreme gentleness in handling 
tissues, especially skin flaps, will pay good dividends. The division of skin, 
fascia and muscles with one sweep of an amputation knife has long since 
been outmoded in favor of sharp, anatomical dissection with the standard 
incision blade. 

Unless there is obvious ascending infection or marked thrombosis of the 
femoral vessels in arteriosclerotic or diabetic gangrene, it has been our 
practice to close stumps by the approximation of muscle, fascia and 
skin, accompanied by the free use of antibiotics. Our figures substantiate 


this policy. 
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S IXTY patients, with an average age of 68, had operative closure of stumps. 
Of these 23 had diabetic and 37 had arteriosclerotic gangrene. In 20 of the 
23 diabetic patients (87 per cent) the stumps healed nicely. In 22 of the 
37 arteriosclerotic patients, or 60 per cent, there was good healing. Five of 
the 37 arteriosclerotic patients had spinal anesthesia and of these, three, or 
60 per cent, had wound breakdown. Four other patients in this group had 
delayed healing because hematomas became infected. Of the 15 patients in 
both groups who had crymal anesthesia with tourniquet, eight, or 53 per 
cent, had wound breakdown. It is believed that potent contributing factors 
for the breakdown were the several hours of anoxia, and the thermal injury 
in tissues just above the amputation stump. 

In 16 patients, with an average age of 72, stumps were left open and 
traction was applied. In 75 per cent of these the indication for these pro- 
cedures was evident ascending infection. The average healing time in the 11 
patients who survived, including four diabetics, was 50 days. One diabetic 
died of shock on the third postoperative day; the remaining four deaths, 
which were in the arteriosclerotic gangrene group, were caused by pul- 
monary edema, heat exhaustion, gastric dilatation, and gangrene of the 
other extremity due to a saddle thrombus. Five patients in the arterio- 
sclerotic group and two in the diabetic group were given crymal anesthesia 
with tourniquet. All the others had general anesthesia. 


. FOLLOWING recommendations can be made: (1) the interdiction of 
the tourniquet and crymal anesthesia except in sepsis and swift ascending 
infection, (2) more careful hemostasis, (3) traction on stumps which are 
left open only in selected cases; and (4) earlier and more frequent wound 
inspection to detect signs of infection. 


Decubitus ulcers: 

Prophylactic care, including avoidance of pressure points, surgical clean- 
liness and maintenance of a positive nitrogen balance, will minimize the 
incidence of decubitus ulcers, especially in neurologic conditions. The factors 
precipitating the progressive, rapid and serious physical decline that accom- 
panies decubitus ulcers are toxic absorption, sepsis and nitrogen loss. The 
lesions are usually large, deep, and undermined, and their bases are covered 
with slough and unhealthy granulations. Bare bone may be visible. Our 
autopsy statistics show that decubitus ulcers-were the contributory cause of 
death in five per cent of the patients. The successful results which have been 
obtained in young soldiers by plastic closure of the larger ulcers are difficult 
to duplicate in the aged because of circulatory and nutritional disturbance, 
diminished resistance to infection, and, in some cases, incontinence. 

Early ambulation: 
Early out-of-bed care and ambulation promote better function and 


diminish the incidence of thrombosis, pneumonia and decubitus ulcers. It is 
in the old patient especially, in whom complications can occur so easily, 
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that early ambulation is indicated, unless there is hemorrhage or shock, 
complete exhaustion, or circulatory collapse and high temperature. With 
‘arly ambulation there is early return of strength and morale, diminished 
necessity for sedation and a shorter period of hospitalization. 


Maintenance of chemical balance: 


‘hemical changes occur on a very sensitive threshold 1 > aged, < 
Chemical chang ur on a very sensitive threshold in the aged, and 


rapid physical deterioration is accompanied by correspondingly marked 
chemical imbalance. Correction of this imbalance will reduce surgical risk, 
promote wound healing, maintain strength, increase appetite, diminish the 
incidence of thrombosis, heart failure, and pneumonia, and facilitate early 
ambulation. These general principles which can be followed for chemical 


supportive therapy are: 


1. Enteral food intake is preferable to parenteral therapy. The six 
nutritional substances (protein, carbohydrate, fat, water, electrolytes and 
vitamins) should be given in balanced proportions. A high caloric, high 
protein and vitamin diet is ordered. 

2. Greater care must be used in the selection, quantity, composition, 
route and rate of administration of the proper parenteral fluid. In most cases, 
this type of therapy, especially with blood and blood substitutes, should be 
used routinely on the operating table. 

3. Lack of thirst and a low specific gravity of the urine indicate ade- 
quate hydration. The average daily water requirement is 2.5 liters, but this 
may have to be doubled with additional sodium chloride in patients who have 
been dehydrated by vomiting, diarrhoea, anorexia, sweating, and alimentary 
decompression. The indication in dehydration from water deficit alone is to 
give water with very little sodium chloride. 

4. There is a daily requirement of one gm. of protein per kilogram of 
body weight. In order to restore deficiencies, the daily requirement of 
one gm. of protein per kilogram of body weight may have to be doubled 
or trebled after insufficient food intake or operation, in the presence of 
intestinal obstruction, fistulas, large wounds, granulating surfaces, burns 
or peritonitis. Parenteral protein intake should supplement enteral intake 
until the proper nitrogen balance is attained. 

5. The cations of the electrolytes are sodium, potassium, magnesium 
and calcium; the anions, chloride, phosphate, bicarbonate and sulphate. The 
extracellular fluid, containing plasma, consists almost entirely .of sodium 
chloride (80 per cent) and sodium bicarbonate. The intracellular fluid con- 
tains electrolytes which are nearly all the phosphate, sulphate and bicarbon- 
ate of potassium and magnesium. The normal concentration of potassium is 
about 4.5 meq. per liter (18 mg. per 100 cc.). It was shown in 1915" that 
starvation produced both nitrogen and potassium loss, but no fall in plasma 
potassium. It has recently been shown,”*** that hypopotassemia may develop 
postoperatively with such symptoms as marked asthenia, flaccid extremity 
paralysis, respiratory distress and ileus. Except in cases of dehydration 
and renal impairment, potassium may be administered by mouth as beef 
broth or meat juices or in the form of potassium chloride, two to four gms. 
daily. The oral use of a mixture of one gm. each of potassium acetate, 
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bicarbonate and citrate in eight cc. of water has also been recommended."' 
Four cc. (13.5 meq.) may be taken in fruit juice three times daily. For 
intravenous use, two to four ampules per 24 hours, each containing ten cc. 
of a 15 per cent solution of potassium chloride (20 mEq. per liter) may 
be given together with any other intravenous therapy. All such therapy should 
be checked by repeated blood potassium determinations and administered 
with caution when there is complicating anemia or renal impairment. 

6. Patients with marked diminished cardiac reserve tolerate best a 
hypodermoclysis of 2% per cent glucose in .45 per cent solution of sodium 
chloride. If diuresis is poor, 50-100 ce. of hypertonic (25-50 per cent) 
dextrose solution intravenously is recommended. 

7. Acidosis or alkalosis may arise from a disturbance in acid-base 
balance as a result of excess loss of water and salt. In metabolic acidosis, 
the CO, combining power decreases. In alkalosis, it rises. In this condition, 
a two per cent ammonium chloride solution intravenously has been found 
effective in prompt restoration of the acid-base balance to normal." 

8. In general, a controlled diet and the use of insulin are indicated for 
the surgical diabetic, in order to counteract a continued hyperglycemia with 
its harmful end-results in the degenerative diseases. In emergencies, the 
use of insulin, glucose, water and salt is enough to glycogenize and hydrate 
the patient. Five per cent glucose in saline intravenously, with one unit of 
insulin to fortify each two gms. of carbohydrate, is recommended. 


Preoperative digitalisation: 


PF sianvcxaris coronary sclerosis with myocardial fibrosis, and valvular 
defects do not necessarily contraindicate operation. Because of the high 
percentage of deaths resulting from postoperative heart failure, preoperative 
digitalization is advisable, unless there is a definite contraindication. Table I 
shows that in 100 autopsied patients, 27 per cent of the postoperative deaths 
were caused by heart failure and that three per cent were caused by coronary 
occlusion. All the autopsies indicated that there were varying degrees of 
cardiac valvular defects and valvulitis with cardiac dilatation and hyper- 
trophy, attenuation and lengthening of heart muscle fibers, coronary sclero- 
sis, and often old, and infrequently recent, myocardial infarcts. Practically 
all such hearts have a pathological weight increase."* Physical and electro- 
cardiographic findings confirmed the fact that the presbycardic heart is 
weakened and its reserve impaired. The mechanisms of cardiac deaths'’ are 
likely to be congestive heart failure, coronary occlusion, interference with 
the conduction system, peripheral circulatory collapse or embolism. 
Clinical evidence* was presented to show that angina pectoris does not 
contraindicate a technical procedure. Laidley’* concurs. The small incidence 


of acute coronary occlusion in our autopsy findings seems to support this 
statement, despite the almost universal presence of coronary artery disease. 
It is also possible that some of these patients might have had coronary attacks 
without operation. Recently, Master et al'’ have stated “patients with severe 
heart disease tolerate even major operations if adequate precautions are 
taken to avoid anoxemia and coronary insufficiency. An excellent result can 
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be obtained even in the presence of acute coronary occlusion or congestive 
heart failure when the operation is obligatory.” 
| gator) 


, Se are some who fear preoperative digitalization because of its throm- 
boplastic effects, and its production of increased myocardial irritability and 
diminished ventricular stroke volume of hearts not in congestive heart failure. 
These considerations have not deterred us from such prophylactic use of 
digitalis to strengthen the myocardium, unless there is a contraindication 
in its use, such as heart block. The digitalis effect on the pathological heart 
muscle usually takes precedence over the inhibitory action on the vagus, so 
that relaxation of the ventricle is less than before the administration of the 
drug. Increased cardiac reserve not only minimizes the chances of heart 
failure but it helps to prevent stasis in the pulmonary circuit, a condition 
which ordinarily predisposes to pulmonary edema and bronchopneumonia. 
Irregular cardiac action on the operating table is best diagnosed by direct 
writing electrocardiography.*” The various types of arrhythmias can be 
controlled by drugs which are specific for their etiologies, such as the intra- 
venous use of five cc. of a one or two per cent solution of procaine for 
ventricular arrhythmias or auricular tachycardia, oxygen and digitalis for 
interference in the conduction system, intravenous quinidine for ventricular 
fibrillations, and adrenalin and cardiac massage for cardiac arrest due to 
mechanical asystole. 


Anesthesia: 


us RECENT advances in anesthesiology, the highly specialized physician- 
anesthetist with his knowledge of the basic sciences, especially cardio- 
respiratory physiology, and the use of some of the newer drugs*' for and in 
conjunction with anesthesia, have all contributed to help reduce morbidity 
and mortality and to promote smoother convalescence. Anesthetists evaluate 
the clinical record in order to plan the best type of anesthesia, preoperative 
preparation and supportive therapy during operation. Preoperative sedation 
should be minimal, induction of anesthesia should be smooth and without 
excitement, and oxygenation ample. It is wise to avoid exaggerated posi- 
tions on the operating table. Deep anesthesia and violent blood pressure 
fluctuations disturb the circulatory mechanism. Cyclopropane is the prefer- 
able general anesthetic. Intravenous sedium pentothal is steadily gaining 
favor for short anesthesias, with curare as an adjunct for long major pro- 
cedures. Local anesthesia without the addition of adrenalin is very useful 
in selected cases. 

Intratracheal anesthesia has successfully supplanted other methods in 
thoracic and some oral surgery, in those cases which have obstructive respi- 
ration, and in prolonged upper abdominal surgery. Caution should be used 
in this method to avoid unnecessary trauma and the transplantation of 
infection into the lung. It is the best method to provide a free airway and 


an avenue for bronchial aspiration during and at the end of operation. 

















The psychological approach: 


logical approach. A tactful, optimistic bedside attitude, with harmless com- 
promises, judicious flattery, and kindness with firmness will help mutual 
understanding and inspire confidence. 
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Sick old people will cooperate better with an understanding psycho- 


SUMMARY 


The Goldwater Memorial Hospital includes in its census mostly 
patients in the older age groups, who are extreme substandard surgical 
risks because of their degenerative and nutritional diseases. Some of our 
problems, experiences and pitfalls are enumerated and discussed with 
the help of statistical data. Margins of error in evaluating statistics are 
pointed out. 

Autopsy analysis of principal and important contributory causes of 
mortality in 100 consecutive postoperative deaths, taught us to use cer- 
tain methods to reduce such mortalities. Up to 1950, over a ten-year 
period, about 1300 major operative procedures have been performed on 
patients over ee age of 60. In the five years up to 1944, the total mor- 
tality rate was 22.6 per cent; in the emergencies alone it was 44 per cent. 
In the five years up to 1950, the total mortality rate was 17.3 per cent; 
in the emergencies alone it was 39 per cent. Emergency procedures will 
cause mortalities to rise to about two and a quarter times those of elec- 
tive procedures. Reasons are enumerated which bring the acutely ill 
patient to the surgeon late or too late. 
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Hospital Care Goes Home 


E. D. Rosenfeld, M.D.,1 Saul Eger, M.D.,1 
Joseph Axelrod,{ and Eleanor Margolin 


VERCROWDED — hospitals, — waiting 

lists, and patients who are hap- 
pier in their home environment during 
illness, led Dr. E. M. Bluestone, Di- 
rector of Montefiore Hospital, New 
York City, in 1946 to project a pro- 
gram of hospital care in the home as 
one possible solution. Under the direc- 
tion of Dr. Martin Cherkasky, Chief of 
the Division of Social Medicine, and 
with a generous grant of funds pro- 
vided by the New York City Cancer 
Committee and the Greater New York 
Fund, a Department of Home Care 
was established at Montefiore Hospi- 
tal in January 1, 1947. (This depart- 
ment has since been taken over by the 
Division of Social Medicine. ) 

It was the purpose of this depart- 
ment to provide “hospital care in the 
patient’s own home.” It was felt that, 
for the patient and, in particular, the 
patient suffering from prolonged ill- 
ness, restoration to his own home, with 
provision for comprehensive hospital 
care and the cooperation of the patient’s 
family would solve some of the prob- 
lems and provide for the evolution of 
many new and practical values. In such 
a setting, the patient would be once 
again a member of his family, despite 
his continued illness. 

This new program, it was reasoned, 
would present an ideal method of fol- 
low-up care for patients needing con- 
tinued attention over varying periods 
of time and would also supply oppor- 
tunities for interval studies as well as 
for observation of therapeutic results. 
As an important by-product, it would 
provide a laboratory for the observa- 
tion, evaluation, and better understand- 
ing of the social, emotional, and environ- 


*From the Division of Social 


Je ; t i Medicine, Monte- 
fiore Hospital, New York City. 
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mental factors which are known to be of 
great importance in illness. This plan 
would increase bed utilization, and make 
better use of specialized equipment— 
X-ray, operating rooms, radiotherapy. 
laboratories, and the like. By caring 
for a part of the patient load in their 
own homes, waiting lists could be short- 
ened and those patients more urgently 
requiring admission could be hospi- 
talized sooner. It was also expected 
that the program would effect savings 
in the cost of hospital care; at the 
same time, perhaps, make it unneces- 
sary to construct costly additions or 
new hospitals. In effect, the plan would 
add as many beds to the jurisdiction of 
the hospital as there were patients 
cared for extramurally on its home care 
program. 

More than 500 patients have now 
been cared for by the hospital under 
this arrangement. Individual patients 
have remained under care from one 
day to as long as three years. The 
patients have suffered from a large va- 
riety of clinical entities, including for 
the most part, however, carcinoma, 
cardiovascular disease, and a number 
of neurological conditions. Without the 
extramural program, almost all of 
these patients would have been com- 
pelled to remain in the hospital. 


CASE REPORT 


We can best explain what happens to a 
home care patient by following Mr. S. who, 
at 60 years of age, was accepted for home 
care after five years of illness. His illness 
began with dyspnea on exertion. Past history 
was unimportant except for rheumatic fever 
in childhood. Physical examination in 1945 
revealed a large heart, a systolic murmur 
over the entire precordium, and a diastolic 
murmur over the mitral and pulmonic areas. 


yAssistant director, adjunct attending physician, 
administrative assistant, and medical social worker, 
respectively, Montefiore Hospital, New York City. 
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Rales were heard throughout both lung 
fields with percussion dullness over the right 
base. The liver was palpable one finger 
breadth below the right costal margin. Mild 
ankle edema was present. X-ray studies con- 
firmed the cardiac enlargement and_ pul- 
monary congestion and showed a_ small 
amount of fluid at the right base. Electro- 
cardiograms revealed abnormalities of the 
“T” waves, possibly due to an old postero- 
lateral infarction. A diagnosis of rheumatic 
heart disease with an enlarged heart, mitral 
stenosis and insufficiency, and mild conges- 
tive failure was made. Mr. S. was treated 
with digitalis, mercurial diuretics, and work 
restriction. Two years later he was admitted 
to a hospital for the first time, with dyspnea, 
orthopnea, epigastric pain, and ankle edema. 
Diagnosis was chronic rheumatic heart 
disease and acute congestive failure. He was 
forced thereafter to give up work, and dur- 
ing the next two years was readmitted to a 
hospital on several occasions in acute epi- 
sodes of failure. 

In 1949, he was first admitted to Monte- 
fiore Hospital and since that time has had 
four readmissions to our wards. On each ad- 
mission, he was in congestive failure with 
recurrent massive right pleural effusion. Nu- 
merous x-ray studies confirmed the presence 
of right pleural effusion and electrocardio- 
grams revealed auricular fibrillation, right 
axis deviation, and at times, digitalis effects. 
He was thoroughly studied at various inter- 
vals by the cardiovascular research group. 
Numerous thoracenteses yielded large 
amounts of straw-colored fluid. 

Mr. S. was last admitted to Montefiore 
Hospital on January 3, 1950, again because 
of congestive failure and right pleural effu- 
sion. After ten days of intensive treatment 
consisting of mercurial diuretics, a rigid 
salt-poor diet, and repeated thoracenteses, he 
was considered to have obtained the optimum 
benefit possible from hospitalization. In con- 
sideration of his frequent previous need for 
hospitalizations and the requirement for con- 
tinuation of a rigid therapy which would 
ordinarily require continued hospitalization, 
he was referred to the Department of Home 
Care for possible transfer. Let us now follow 
Mr. S. through his experiences as a home 
care patient: 

The prospect of hospital discharge was 
presented to Mr. S. by the resident physician 
after consultation with members of the at- 
tending staff. Attendance at the Out-Patient 
Clinic was considered impractical because of 
the frequent recurrence of decompensation 
and that home care or continued hospitaliza- 
tion were the only alternatives. 

Transfer from the hospital to the home 
had to be accomplished without interrupting 
continuity of care. Mr. S. was seen and ex- 
amined by the home care physician (figure 
1), then his social eligibility was determined 
by an interview with the social worker. She 
then discussed with Mr. S. his personal re- 
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actions toward his illness, his feelings about 
returning home, and his impression of the 
family’s reaction to this program. She felt 
that the program for Mr. S. required the 
participation of family members as well as 
their positive acceptance of his return, with 
an understanding of the limitations imposed 
both by his illness and the Home Care De- 
partment facilities. Mr. S. agreed to try it. 
Mrs. S. was then interviewed and the pro- 
gram explained, particularly the fact that 
she would have to assume the major role in 
Mr. S.’s care at home. Mrs. S., although 
eager to have her husband at home once 
again, was apprehensive at the prospect of 
his leaving the security of the hospital. How- 
ever, after the home care program was in- 
terpreted to her, she wholeheartedly agreed 
to try it. At this interview the financial eligi- 
bility was also established, as home care is 
available only to those patients who cannot 
afford private medical fees. The details of 
the discharge and transfer to his home were 
then arranged by the home care social 
worker. 
Prior to his arrival at home by ambulance, 
a hospital-type bed, an oxygen tank and 
mask, and a scale had been delivered and 
set up, ready for use. Within 24 hours of 
his return Mr. S. was visited by the home 
care physician and the social worker, and 
continuity of medical care was established. 
His medical requirements were checked 
again, and his physical status re-evaluated. 
After this, Mr. S. was visited regularly by 
the home care physician* on schedule, tw ‘ice 
weekly (figure 2). A home care physician 
was also available to him for emergency 
visits 24 hours a day, seven days a week. The 
problem of chronic congestive failure was 
met with a maintenance dose of Digoxin 0.5 
mg. per day, weekly intramuscular injections 
of Mercuhydrin, daily weight checks, 
aminophyllin suppositories, and a_ salt-poor 
diet. The massive recurrent right pleural 
effusions required frequent thoracenteses. 
Upon the written request of the home care 
physician, made immediately after his first 
visit to the patient at home, a visiting nurse 
was asked to see Mr. S. three times each 
week to give general nursing care, including 
sponge baths, enemas, and temperature 
checks (figure 3). Mrs. S. was carefully in- 
structed.in some of these procedures so that 
they could be carried out in the intervals be- 
tween the nurse’s visits. Nursing service is 
provided on a contractual basis with the 
Visiting Nurse Service of New York. 
*Home care physicians are salaried em- 
ployees. Approximately 33 per cent of the 
home care budget goes for this purpose. 
The home care social worker* visited Mr. 
S. at frequent intervals to discuss current 
problems arising as the result of his illness 
and his presence in the home. 
*The social worker is employed on an an- 
nual salary basis which constitutes approxi- 
mately 10 per cent of the home care budget. 











Fig. 1. The patient, Mr. S., while still 
at the hospital, is examined by the 
home care physician. 


Fig. 2. Visits by the same physician 
are continued after his transfer home. 


Fig. 3 The visiting nurse calls three 
times a week to give bath and other 
routine care. 


Fig. 4. The visiting nutritionist sug- 
gests appetizing menus for a limited 
diet. 


Hospital Care 


Goes Home 





Fig. 5. The occupational therapist pro- 
vides instruction and materials for a 


profitable hobby. 


Fig. 6. The physical therapist gives 
massage and heat therapy. 


Fig. 7. A thoracentesis is performed 
by home care physician and visiting 
nurse. 


Fig. 8. A blood transfusion is given, 
with blood from the hospital bank. 


Fig. 9. A consultation is held with a 
specialist from the hospital staff. 
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Mr. S. had been on a low sodium diet for 
some time. As a member of the home care 
team, our consulting nutritionist visited his 
home (figure 4), introducing new ideas in the 
preparation of food and suggestion for new 
foods. The patient was permitted the use of 
a sodium-free salt substitute and was pro- 
vided with a sodium-free milk preparation. 

During his hospitalization, Mr. S. had be- 
come interested in leather. working through 
the stimulation of the occupational therapy 
department. Soon after his return home, the 
occupational therapist visited him and _ pro- 
vided materials, tools and instructions to 
continue what had now become a productive 
hobby (figure 5). Mr. S. does some fine work 
and has found a small market for his beau- 
tifully executed belts, wallets and key cases. 
The amount of time given to this work is 
restricted by the physician so as not to tax 
the patient’s already overburdened heart. 

A minor but at times important aspect of 
Mr. S.’s condition is a subdeltoid bursitis 
which had been treated in the hospital with 
massage and heat therapy. This mode of 
treatment was continued in the home by the 
physical therapist who made regular visits 
as needed (figure 6). Prescriptions for medi- 
cations were written by the physician in the 
home on hospital prescription blanks and 
filled at the hospital pharmacy. Small items 
of necessary equipment, such as a hot-water 
bottle, a bed pan or urinal were provided, as 
needed. 

Mr. S., at home, 
tinued to develop 


as in the hospital, con- 
recurrent right pleural 
effusions, necessitating weekly, and some- 
times more frequent, thoracenteses, which 
were performed by the home care physician 
with the aid of the visiting nurse (figure 7). 
Samples of the fluid were returned to the 
hospital laboratory for examination. A re- 
port on one sample of fluid showed a pro- 
tein content of 1.7 per cent. Inasmuch as 
quantities amounting to almost 3,000 cc. 
were removed weekly, the probability of pro- 
tein depletion was anticipated. However, 
after a medical staff conference, with the 
patient at the hospital, the staff felt that no 
additional protein replacement therapy was 
indicated. 

Frequent laboratory 
formed on specimens of blood and urine 
and, whien indicated, transfusions were done 
in the home. Specimens of blood had been 
drawn for cross matching on one of the 
doctor’s visits, after which the blood was 
procured and prepared at the hospital blood 
bank. The home care physician began the 


checks were per- 


transfusion (figure 8) and the visiting nurse 
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remained with the patient throughout its 
administration, after which she immediately 
reported by phone to the home care phy- 
sician. No charge is made to patients for 
such transfusions and the blood is not re- 
placed by members of the patients’ families 
unless they so desire and can meet the neces- 
sary physical requirements, 

Home care physicians can call for con- 
sultations freely with specialist members of 
the hospital staff (figure 9). This is par- 
ticularly true of the attending staffs of the 
Medical Division and the Division of Neo- 
plastic Diseases whose senior members pro- 
vide regular consultation visits to the patients 
of the Department of Home Care. Other 
consultants in all branches of medicine and 
dentistry are available from the various de- 
partments of the hospital when the need 
arises. 


SUM MARY 


As with many others in similar cir- 
cumstances, prolonged illness had de- 
prived Mr. S. and his family of its 
main wage earner, had depleted his 
resources, and had forced him to seek 
medical care as an indigent patient in 
a clinic or hospital. 

The home care program, in addition 
to providing the necessary medical at- 
tention, re-established the family unit 
without imposing upon it burdens 
which it was ill-prepared or unable to 
assume. It made available an additional 
hospital bed for a more needy patient 
and did this at a comparable cost of 
$3.25 per day. The per diem cost per 
patient day in the hospital is approxi- 
mately $15. The quality of medical 
care given Mr. S. was as good as that 
given him in the hospital but to it was 
added the continued presence of those 
who loved him best and respected him 
most. Cures take less time this way, if 
only because the patient’s struggle for 
life during his illness can be strength- 
ened by a personal kind of medical at- 
tention in his own environment. Short 
of permanent cure, no patient can ask 
for more. 


Photographs by Antol H. Herskovitz. 
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National Committee on Aging and Geriatrics 


N January 24, 1951, announce- 
O ment was made by Federal Se- 
curity Administrator Oscar R. Ewing 
of the appointment of a Committee on 
Aging and Geriatrics, composed of 
from 15 to 20 operating staff members 
representing the federal executive de- 
partments and agencies most directly 
concerned with our aging population. 
At present, the committee has repre- 
sentation from the Office of Education, 
the Office of Vocational Rehabilitation, 
the Public Health Service, and the So- 
cial Security Administration, all of 
which are in the Federal Security 
Agency; from the Bureau of Agricul- 
tural Economics, the Bureau of Human 
Nutrition and Home Economics, the 
Graduate School and the Extension 
Service of the Department of Agricul- 
ture; from the Housing and Home 
Finance Agency ; and from the Bureau 
of Employment Security, the Bureau 
of Labor Statistics, and the Women’s 
Bureau of the Department of Labor. 

The committee is a logical conse- 
quence of the work of the earlier Fed- 
eral Security Agency’s Working Com- 
mittee on Aging which made a pre- 





liminary survey of the effects of aging 
and which called for the National Con- 
ference on Aging held under the spon- 
sorship of the Agency in Washington 
in August, 1950. The chairman of the 
new committee is Clark Tibbitts, who 
organized the first broad conference on 
aging at the University of Michigan 


and who directed the National Con- 
terence. 
One result of the Conference has 


been stepped-up activity on the part of 
all types of enterprise, voluntary organ- 
izations, and public agencies across the 
country. Statewide and community 
meetings have been held or have given 
prominence to aging in the fields of 
health, education, employment, social 
work, institutional care, housing, in 
total community organization for aging, 
and on research. These meetings along 
with state and local groups developing 
specific activities have placed a good 
many demands upon the Federal Secur- 
ity Agency and = other executive 
branches for information, consultation 
and assistance, and for leadership in 
planning. 

While the needs of the aging were 
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given critical status by the conferees in 


August, they have been seriously 
aggravated by events that have 


occurred since that time. The current 
mobilization program, whether it lasts 
a few years or a generation, has readily 
definable implications for our older peo- 
ple and must be planned in light of the 
changing age distribution. 

The first consideration is that of 
utilizing the capacities of older people 
in the production program. We now 
have fewer than 2 million unemployed 
in contrast to the 8 million available 
in 1941. It is apparent that we can meet 
our production goals only by retaining 
older workers in the labor force, by re- 
turning many who have been retired, 
and by drawing upon older women 
who, by and large, have not been re- 
garded as potential workers. 

The second implication is less tan- 
gible but no less important. If the 
capacities of older people are to be 
drawn upon in productive enterprise 
and in civilian defense activities, they 
must be kept functional through per- 
sistent use and stimulation. Retention 
of interest and capacity can be attained 
only through continued participation in 
all phases of family and community 
life. 

The third constellation of problems 
is that of providing the services needed 
by the severely handicapped older peo- 
ple and the very infirm. Many are in 
these categories because health promo- 
tional services were not available to 
them and because they were thrust out 
of the stream of life. Many are occupy- 
ing expensive beds in general hospitals 
and institutions for the mentally ill 
when they could be cared for through 
home care, boarding, and other 
arrangements that would be more sat- 
isfying to them and more economical 
for society. Institution of services to 
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postpone the disabilities of aging and 
revision of our methods of care are di- 
rectly related to the supply of health 
manpower and the availability of hos- 
pital beds for the armed forces and for 
use in event of disaster. 

The Federal Security Administrator 
has charged the Committee on Aging 
and Geriatrics with giving immediate 
and concerted attention to the prob- 
lems in these major areas. It is expect- 
ed that the committee will carry for- 
ward the conclusions of the National 
Conference by studying relationships of 
those conclusions to the defense pro- 
gram and by making appropriate rec- 
ommendations to the federal agencies 
concerned. 

The committee has been further in- 
structed to find means of making avail- 
able to all who are working in the field 
the information they are now request- 
ing regarding types of programs that 
are effective, procedures that have 
proven successful, and the results of 
research on the processes of aging and 
the needs, capacities, and performance 
of older people. 

Most federal government activities 
are instituted to meet a public need; 
and they must take their direction from 
the people either directly or through 
cooperation with other public and pri- 
vate organizations. Thus, to carry for- 
ward the forum pattern set by the Con- 
ference on Aging, the new committee 
will probably request the assistance of 
an advisory committee of exceptionally 
broad representation. In the Federal 
Security Agency we regard this as par- 
ticularly important in the field of aging. 
The problems in this field will be met 
by groups working at all levels of op- 
eration. It is essential to maintain the 
closest possible liaison among them. 

Joun L. Tuurston, 

Assistant Administrator, Federal Security Agency 


TRANSACTIONS FIRST INTERNATIONAL CONFERENCE AVAILABLE 


Approximately 30 copies of the proceedings of the First 


International Con- 


ference on Gerontology, held at Liege, Belgium in July, 1950, have been made 
available to the readers of Geriatrics by the International Association of Geron- 
tological Societies. A copy may be secured by sending an order, with two dollars, 
to Geriatrics, 84 South Tenth Street, Minneapolis 3, Minnesota, 
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FRIDAY MORNING—JUNE 8, 1951 


Insurance Aspects of Aging 
RICHARD SuBNER, M.D., F.A.C.P., Associate Medical Director, Equit- 
able Life Assurance Society, New York City. 


On Becoming a Geriatrician 
MAtFrorp THEWLIs, M.D., Thewlis Clinic, Wakefield, R. I. 


Effect of Posture on Heart Rate and Blood Pressure 
NATHAN W. Suock, Ph.D., Chief, Section on Gerontology, Baltimore 
City Hospitals, U. S. Public Health Service. 


INTERMISSION 


A Pattern for Organizing Community Regional and National Planning 
PHiLiep SCHWARTZ, Member Executive Board, National Committee on 
Old Age; Executive Secretary, Community Council, Bridgeport, Con- 
necticut. 

Labor Statistics—Aging 
Ewan Cxiacue, U. S. Commissioner of Labor Statistics. 

Occupational Therapy 
Louis Haas, A.T.R., White Plains, N. Y., New York Hospital, West- 


chester Division. 


FRIDAY AFTERNOON—JUNE 8, 1951 


Stress in Aging 
Joun T. Frynn, M.D., Cornell-New York Hospital, New York City. 
The Role of the Psychiatrist in the Care and Treatment of the Aging 
Epwarp B., ALLEN, M.D., and Hotiis E. Crow, M.D., New York 
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Panel Discussion: Endocrinology 
Wittarp O. Trompson, M.D., Chicago, [linois. 


Annual Dinner 
Toastmaster, Dr. Wittarp ©. THompson, Guest of Honor: Dr. 
Kxiiior P. Jostin, Boston, Massachusetts. 


SATURDAY MORNING—JUNE 9, 1951 
The Use of Drugs for Aged People 


Wm. T. Satter, M.D., Professor of Pharmacology, Yale University 
School of Medicine, New Haven, Connecticut. 

Digitalis in the Aged 
Mitton J. Raispeck, M.D., Professor of Medicine, N. Y. Medical 
College, Flower and Fifth Avenue Hospital, New York City. 


Steroid Therapy of Arthritis and Allied Collagen Diseases 
Tuomas H. McGavack, M.D., Professor of Clinical Medicine, N. Y. 
Medical College, Flower and Fifth Avenue Hospital, New York City. 


INTERMISSION 


Cytology in the Diagnosis of Cancer 
Joun F. Seysort, M.D., Fellow in Anatomy, Cornell University 
Medical College and New York Hospital. Associate to Dr. Papanicolaou, 
New York City. 

Therapeutic Nerve Block in Pain Syndrome 
Donacp L. Burpick, M.D., Director American Board Anaesthesiology ; 
Board of Governors, American College Anesthesiologists, Assistant 
Clinical Professor, New York University-Bellevue Medical Center, 
New York City. 

Thyroid Surgery in the Aged 
BERNARD J. Ficarra, M.D., Professor [Experimental Physiology St. 
John’s University; Associate Visiting Surgeon, Brooklyn Cancer In- 
stitute, Brooklyn, New York. 


SATURDAY AFTERNOON—JUNE 9, 1951 
Practical Diagnosis in Preventive Geriatrics 
BENJAMIN V. Wuirte, M.D., Hartford, Connecticut. 
The Flick Photometer 
Louis R. Krasno, Ph.D., M.D., Assistant Professor of Clinical Sci- 
ence, University of Illinois, Chicago, Illinois. 
Characteristics of Middle-Aged Professional Men 
Ancet Keys, M.D., Director Laboratory of Physiological Hygiene, 
University of Minnesota, Minneapolis, Minnesota. 
Use of Social Service in Medical Treatment 
GeEorGE Reeves, M.D., Cleveland, Ohio. 


INTERMISSION 


Panel Discussion: Nutrition 
Epwarp L. Bortz, M.D., Philadelphia, Pennsylvania. 











Sociomedical Progress 


Devoted to constructive correlation of 
interrelationships between sociological 
and medical problems in the aged... . 








A Proposed Activity Center 


for Older People* 


EELINGS of loneliness, boredom and 
F isolation are common among older 
people who fail to find opportunities 
for satisfying activity during their later 
years. The kinds of activity which older 
people require are as varied as those 
required by adults at any other age. 
Many older people lack the self-respect 
and the recognition which comes from 
doing something useful. They seek 
ways to maintain their own homes as 
long as possible. Many of them desire 
and are able to earn their livelihood be- 
yond the age of retirement. Since lone- 
liness strikes a heavy blow during the 
later years, they appreciate opportuni- 
ties to make new friends, to have com- 
panionship and to engage in social ac- 
tivity. There is good reason to believe, 
also, that older people want the oppor- 
tunity to learn, to have new experi- 
ences and to be creative. 

Attitudes toward old age in general 
and the older person in_ particular 
would seem to belie the fact that the 
well adjusted older person is most 
likely to be the older person engaged 
in a variety of activities. Good adjust- 
ment at any age is difficult to achieve 


*This plan was developed in collaboration with 
staff members of the Institute for Human Adjust- 
ment at the University of Michigan, including 
Wilma Donahue, Dorothy Coons and Helen Maurice 


Woodrow W. Hunter 


in a state of inaction. Admittedly, the 
aging process imposes certain limita- 
tions upon activity but these limita- 
tions can and should be circumvented 
in ways which are acceptable to the 
older individual and to the community 
in which he lives. Indeed, it is a mat- 
ter of considerable interest to witness 
the extent to which the lives of older 
people, even the lives of those older 
people who are required to remain at 
home, in bed or in an institution, can 
be restored and enriched by giving 
them new opportunity to be active in 
ways that are meaningful and satis- 
fying. 

Dissatisfied, inactive older people 
may take courage in the upsurge of 
interest on their behalf. An increasing 
number of communities are providing 
new programs, facilities and services. 
Coordinated planning and action at the 
state and national levels are bringing 
to bear upon the problems of old age 
still greater resources. Work is in 
progress at a number of research cen- 
ters which will increase the basic 
knowledge about older people and 
about the environment in which they 


with whom the author worked in a number of ac- 
tivity projects for older people to test techniques 
and procedures. 
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live. Industry is concerned with the 
plight of the older worker. Professional 
schools are beginning to train spe- 
cialists to work with older people. To- 
gether these are unmistakable signs of 
a new frontier of socio-educational ac- 
tion which cannot help but enhance the 
position of old age in American society 
during the next decade. 

Whatever approach is taken to the 
solution of the problems of old age, it 
is particularly important and appropri- 
ate to recognize the maturity of older 
people and their will to do for them- 
selves. They have demonstrated re- 
peatedly that they can work out solu- 
tions to personal needs if given the 
opportunity to do so. Our interest in 
older people, therefore, must not be so 
much in doing things for them as in 
providing them with the opportunity 
to do things for themselves. 

This article blueprints the basis for 
and the content of an activity center 
for older people. The majority of 
existing programs for older people em- 
phasize the opportunity for social rec- 
reation and entertainment. These pro- 
grams have considerable value, but 
they fail to meet some needs. This is 
an attempt, therefore, to design a plan 
which augments the usual approach of 
communities to the problems of old 
age. Particular attention has been given 
to a variety of services which are not 
usually found so closely related to an 
activity program. Yet it seems quite 
logical that they should be. Emphasis 
has been placed also upon the need to 
reach into the community and to meet 
the needs of the homebound or the in- 
stitutionalized older person. Finally, 
an effort has been made to integrate 
the older person into the plan in such 
ways that he has the opportunity to do 
for himself, to serve others and to con- 
tinue to contribute to his community. 

What can we do for older people? 
Many communities are asking them- 
selves this question for the first time. 
An activity center is one approach 
which appears to have considerable 
merit for a large proportion of older 
people in any community, especially if 
the center is purposefully planned to 
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satisfy diverse needs and conceived in 
a spirit of providing the maximum op- 
portunity for older people to do for 
themselves. 


COMMUNITY PARTICIPATION 


An activity center for older people 
should be a community project involv- 
ing, in addition to the participation of 
older people themselves, the participa- 
tion of the community at large, civic 
and professional leaders, institutions, 
agencies and organizations. This is 
important, first because older people 
appreciate community recognition of 
their needs. Full community participa- 
tion gives greater assurance that serv- 
ices for older people will be related to 
the total complement of community or- 
ganization and that attention will be 
given to that part of community re- 
sources which should be fairly assigned 
to the use and benefit of older people. 
Community wide support, especially 
on the part of established agencies and 
institutions, gives greater stability and 
and continuity to the program by lend- 
ing facilities, equipment, leadership and 
financial support. Insofar as possible 
existing agencies and __ institutions 
which already provide services to peo- 
ple should be encouraged to participate 
in the program of the activity center. 
Not the least of the reasons for urging 
community-wide participation is the in- 
creased recognition and understanding 
of older people which will accrue as 
community groups work with the proj- 
ect. The success and ease with which 
a new service for older people is or- 
ganized depends in large part upon the 
thoroughness with which the commu- 
nity becomes aware of the needs of 
older people and aware also of its re- 
sponsibility for creating new opportu- 
nities to meet needs. 
INTERPRETATION TO THE COMMUNITY 

One of the first steps in planning for 
an activity center involves a thorough- 
going interpretation of older people’s 
needs to the community at large. Older 
people themselves should be = ap- 


proached since many of them will be 
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be 
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unaware of the benefits to be derived 
from participation in the programs of 
the activity center. People now in the 
later decades of life had their origins 
in a generation when, for example, 
community recreation, arts and crafts, 
adult education and counseling serv- 
ices were not as fully developed. Often 
it takes special effort to bring older 
people into fuller participation. Per- 
sonal contact with the older people of 
a community, especially with those who 
remain more or less isolated in their 
homes, represents the best approach. 

The radio, newspapers and television 
have been used at the initial stage of 
planning to develop interest, to define 
needs and to solicit participation in 
programs. A community-wide meeting 
with speakers to discuss needs and 
community responsibility, a community 
hobby show for older people or a com- 
munity picnic in one of the parks are 
useful techniques for establishing con- 
tacts with older people and for demon- 
strating the benefits which can be 
realized. 

Attention must be focused as well 
upon interpretation of need to estab- 
lished agencies and institutions which 
may have given little thought to their 
responsibility for thinking in terms of 
the needs of the aging. Traditional 
services oriented primarily toward the 
needs of children and younger adults 
require review in relation to the chang- 
ing age structure of most communities. 


A COMMUNITY PLANNING GROUP 


Once adequate interest, appreciation 
of needs and acceptance of responsibili- 
ty are generated in a community, it 
will be possible to proceed with some 
form of community organization which 
will coordinate planning. A_ special 
committee for older people has been 
shown to focus attention, to promote 
action and to stimulate participation. 
The relationship of an old people’s 
committee to the total structure of com- 
munity organization will vary for dif- 
ferent communities. It is recommended, 
however, that the committee for older 
people be related whenever possible to 


an existing central planning and co- 
ordinating group such as a council of 
social agencies. In those communities, 
usually the smaller ones, where there 
is no community planning organization 
of this character, it should be possible 
to develop a committee for older people 
under the sponsorship of the existing 
educational, governmental or religious 
structure of the community. 

Local situations will determine the 
best kinds of representation on a com- 
mittee for older people. It is important 
to follow a principle of broad represen- 
tation if the committee is to formulate 
a program for the activity center which 
will include a variety of objectives. 
Among community groups’ which 
should be represented on the planning 
committee by reason of the contribution 
they can make to the enterprise, the 
following are suggested: public schools, 
colleges, universities; public libraries ; 
government units (especially those 
agencies which customarily work with 
older people) ; public and private em- 
ployment agencies; public and private 
homes for older people; community 
nursing and health associations; case 
work agencies; recreation and group 
work agencies ; labor and management 
groups ; churches ; hospitals ; communi- 
ty planning groups; local newspapers 
and radio. It is particularly important 
also to include older people themselves. 
Obviously it is desirable to give them 
the opportunity to assist in planning 
their own program and to contribute 
leadership skills. 

Certain objectives should guide the 
work of the committee. First of all 
the committee should define and study 
the needs of older people in the com- 
munity: Once evaluation proceeds it 
will become increasingly apparent that 
needs are diverse in character and in- 
terrelated. It will become equally ap- 
parent that there should be apprecia- 
tion of the needs of all groups of older 
people. Although the needs of indigent 
older persons are frequently given in- 
itial attention, it is equally important 
to make services available to other 
socio-economic groups. Secondly, the 
committee should constitute the princi- 
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pal source of community education. 
Members will need to undertake the 
task of education, promotion and. in- 
terpretation if the program of the ac- 
tivity center is to succeed. It is to be 
expected also that the committee, or 
some part of it, would be primarily 
concerned with the development of spe- 
cific programs within the center. An 
additional function of a planning com- 
mittee will be to develop facilities for 
a variety of proziams. In many com- 
munities there will be no need to de- 
velop new ones. Schools, churches and 
community centers can frequently ac- 
commodate new programs for older 
people; in many instances, use of fa- 
cilities by older people complements 
nicely their use by other age groups. 


COST AND FINANCIAL SUPPORT 


The stumbling block to many a 
worthwhile community project is the 
failure to gain financial support for the 
enterprise. Certainly this matter should 
be of principal concern to any commit- 
tee for older people planning to initiate 
an activity center program. Since it is 
recognized that some communities may 
need to approach the organization of 
an activity center in a step-wise fashion 
and since communities vary consider- 
ably in available financial resources, it 
is not feasible to propose a pattern of 
cost and support which will have uni- 
form application. Nonetheless, it may 
prove useful to evaluate some situa- 
tions that are likely to be met and to 
suggest some adaptations. The cost of 
an activity center program can usually 
be computed in terms of 1) profes- 
sional staff, 2) facilities and_ their 
operation and 3) equipment and sup- 
plies. 

Competent leadership for the activity 
center is a matter of great importance 
once the community is ready to plan 
for the project. The supervision and 
continued planning of a_ thorough 
program is best performed by a profes- 
sional group worker skilled in tech- 
niques of community organization, 
group leadership and public relations. 
Programs which lack professional 





GERIATRICS 


supervision are often discontinued once 
the initial surge of volunteer interest 
wears off. Experience indicates the 
need to employ fully volunteer services 
to reduce the cost of programs, but it 
is equally clear from experience that the 
efficient use of volunteers, their organ- 
ization and their training are functions 
which are best performed by a trained 
worker. Funds spent for qualified 
leadership are a good investment in 
both the quality and continuity of pro- 
grams. When it is impossible for sup- 
port to come from one community 
source, an effort should be made to 
arrange for joint financial support of 
a paid worker by two or more of the 
established agencies of a community. 

The problem of facilities in which to 
conduct an activity center program 
raises the question of a separate facility 
or one integrated with an existing facil- 
ity such as a community center, a 
school, a church or the like. Older peo- 
ple express different points of view. 
Some have reported that they enjoy 
having their program in a facility which 
houses other community activities. 
They derive thereby a feeling of being 
a part of and in contact with com- 
munity life. Other older people express 
the desire to have a facility separate 
and designated especially for their use. 
Frequently the exigencies of economy 
will not permit establishment of a new 
facility. Indeed, the trend toward com- 
munity-wide use of school buildings by 
all age groups is a sensible use of the 
tax dollar. It is true also that use of 
facilities by older people sometimes 
complements their use by younger age 
groups. 

Equipment for shopwork, crafts and 
many other activities will be required. 
Some of this equipment can be obtained 
through special efforts of the older peo- 
ple themselves. Community groups can 
function effectively in providing special 
equipment. Service clubs, women’s 
clubs and organizations, fraternal 
organizations and church groups have 
already shown their willingness to 


undertake a project of this kind. Some 
equipment and supplies will be con- 
tributed by agencies in the community. 
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Other agencies will allow joint use of 
equipment. 

A new service for older people will 
necessarily compete with established 
services for the money that is available 
in the community through voluntary 
contributions or through public tax 
procedures. Except for economic sup- 
port from public sources, older people 
derive benefits from a relatively small 
proportion of public and private funds 
in most communities. It is obvious that 
communities need to re-evaluate the 
expenditure of funds for services to 
people and to provide older people with 
a share of opportunity that is com- 
mensurate with opportunity provided 
to other age groups. Determining the 
situation and proposing a reallocation 
when the situation warrants it consti- 
tute initial work for the committee for 
older people. 

These suggestions constitute a basis 
for initiating community planning for 
an activity center for older people. The 
remainder of the article outlines a 
variety of personal services and activ- 
ities which are important adjuncts of 
a total activity center program. The 
content of three kinds of programs are 
discussed in some detail: 1) counseling 
services for older people; 2) commu- 
nity-wide services; 3) activity pro- 
grams in the center. 


COUNSELING SERVICES 


As one grows older characteristic 
crises arise with which older people 
need assistance and too frequently they 
have no place or no one to whom to 
turn for help. The activity center is a 
logical place to develop that kind of 
personal counseling service which 
focuses attention upon the need to find 
solutions for such practical problems 
as working out a_ satisfactory living 
arrangement, finding employment, ad- 
justing to physical disability, achieving 
financial security, finding assistance 
and care in the home, and alleviating 
loneliness, inactivity and feelings of 
boredom and uselessness. 

Employment counseling can fill the 
need of many older people who are still 


able to earn all or part of their liveli- 
hood, but cannot find opportunities for 
employment. The counselor, working 
in close cooperation with existing pub- 
lic and private employment agencies, is 
concerned primarily with problems of 
finding work and maintaining financial 
security during later maturity. He 
should be qualified to assess individual 
abilities, potentialities, aptitudes and 
skills, to reorient the individual toward 
new or different kinds of work activity 
and to make known community re- 
sources for jobs, vocational retraining 
and self-employment. The senior em- 
ployment service and the vocational 
section of the activity center library to 
be described later are indispensable 
tools with which the counselor works. 

Health counseling is equally impor- 
tant. The counselor, preferably a 
trained nurse, vrovides information 
about health and related problems of 
diet, nursing and convalescent care, 
and medical care and treatment. A very 
important part of health counseling in- 
volves the planning of ways to meet 
problems arising from the need for 
physical or nursing care. In addition, 
this service collects, compiles and 
makes available considerable informa- 
tion with respect to dietary and nutri- 
tional needs of older people, personal 
hygiene, bodily fitness, exercise and 
physical rehabilitation. The health 
counselor interprets new findings in 
the field of medical and operative treat- 
ment. In this instance, also, the coun- 
selor should have a number of service 
programs at her disposal such as a 
home nursing service, a home meals 
service and a friendly visiting service, 
which are designed to assist the older 
person who is sick, bedridden or other- 
wise restricted to his home. 

Older people generally express the 
need to maintain independent living 
arrangements as long as possible. On 
the other hand, as people grow older, 
they are inevitably faced with changes 
which affect their ability to retain their 
own homes and all that the home rep- 
resents in terms of familiar belongings 
and long-standing personal relation- 
ships. Considerable anxiety is gener- 








126 


ated in both situations. Counseling in 
this instance must be geared to imple- 
ment independent living as well as to 
provide acceptable alternatives when it 
is no longer feasible or desirable to re- 
main in one’s own home. 

Unfortunately many older people fail 
to plan ahead, but wait until a time of 
crisis during which they are more 
likely to make inadequate decisions re- 
garding a different living arrangement. 
As the counselor deals with these prob- 
lems, he should be aware of the poten- 
tials of new living situations so that 
he may assist the older person to 
arrive at a workable solution. 

Older people report a need for as- 
sistance also with such matters as wills, 
sale of property, insurance, invest- 
ments, and retirement or assistance 
benefits of many kinds. Professional 
services are required in some instances 
and the older person appreciates in- 
formation about the kinds of services 
available in the community and where 
to go to find them. In addition, it is 
possible to make available pertinent in- 
formation and reading materials and to 
assist the individual to undertake a 
suitable course of action. 

In summary, many older people 
report a need for assistance with prac- 
tical problems which is not met fre- 
quently by existing community serv- 
ices. Under adequate supervision to 
insure quality of service, it should be 
possible to make the counseling serv- 
ices of an activity center one of the 
most useful aspects of its total pro- 
gram. Suggestions for a counseling 
program have been made in terms of 
the practicality with which they may 
be introduced. In this respect it is sug- 
gested that retired persons with appro- 
priate skills can often be used as coun- 
selors. 


COMMUNITY-WIDE SERVICES 


Community-wide service programs 
under the guidance of the activity cen- 
ter can be designed to reach out into 
the community and to serve many 
older people, irrespective of their abil- 
ity or desire to participate in the other 
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aspects of the program. This is espe- 
cially true of those services which pro- 
vide supplementary help to the older 
person who is physically handicapped 
or homebound. Occasional assistance 
with domestic duties, shopping, meals 
or personal care, and the opportunity 
to have companionship and activity can 
be provided through a housekeeping 
service, a shopping service for the 
homebound, a home meals service, a 
home nursing service, a friendly visit- 
ing service and a home library service. 
These are examples of the kinds of 
community-wide service programs 
which would enable older people to 
maintain their own home and_ to 
counteract the isolation, inactivity and 
loneliness which are the unfortunate 
experiences of so many who are no 
longer able to move about freely in the 
community or who find it necessary to 
restrict their activity in the home. In 
the development of programs to en- 
hance the home security of older peo- 
ple full use should be made of older 
people able to perform services for their 
less fortunate neighbors. A shopping 
service, a home library service and a 
friendly visiting service can be staffed 
entirely with older volunteers who 
contribute their services. A home meals 
service, a home nursing service and a 
housekeeping service are more likely 
to require payment by the recipient, 
but here, too, the cost can be reduced 
through the contributions of volunteers 
in planning and supervising the service. 

A senior employment service has a 
potential for creating new opportu- 
nities for continued usefulness and em- 
ployment of older people. Special effort 
needs to be made to develop job possi- 
bilities for older people, to promote 
community-wide appreciation and ac- 
ceptance of the fact that older people 
can still be productive, to centralize in- 
formation with regard to demand for 
employment and, finally, to bring to- 
gether the job and the older person. A 
senior employment service aware of 
these possibilities can be of consider- 
able value to many older people who 
are faced with the need for continued 
full or part-time employment. An activ- 
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ity center shop constituting an outlet 
for products made by older people and 
a program of vocational training are 
closely related services which should 
be given consideration. 

Older people confined to their homes 
should be given the opportunity to do 
useful work. A home work program 
would bring work activity to the con- 
fined individual. Opportunity to earn 
as well as to serve others could be pro- 
vided those who cannot leave their 
homes. 

The tie between the counseling pro- 
gram and the special service programs 
is an obvious one. Indeed, the benefits 
of a counseling service are vitiated un- 
less the counselor can direct the older 
person to specific opportunities by 
which he can adjust to problem situa- 
tions. Community-wide services are 
intended, therefore, to constitute essen- 
tial environmental controls with which 
the older person works toward greater 
satisfaction in living. 

Finally, the activity center should 
become the central community clear- 
ing house of information for and about 
older people. Here in one place should 
be kept information regarding employ- 
ment, housing, nursing care, old age 
programs and other matters of par- 
ticular concern to older citizens. 


ACTIVITY PROGRAMS 


The activity program in a center 
should be planned to meet a’ combina- 
tion of educational, service and recrea- 
tional objectives. A program providing 
for crafts, games, dancing, musical 
activities, discussion groups, instruc- 
tion and classes, community service, a 
library and a store will meet the needs 
of many kinds of older people. It is de- 
sirable to offer a daily program of 
activities and of personal services if the 
needs of older people are to be fully 
met. 

A center should have adequate space 
and equipment to provide shop and 
studio facilities for the skilled person 
and for those interested in learning a 
new craft or hobby. Whenever pos- 
sible, older people themselves should 


be used to provide instruction for the 
beginners. The output of the group 
may bring in funds for the center or 
for the individual worker if it is sold 
through the center store. There are 
many kinds of crafts which may be car- 
ried on, but among those easily pro- 
vided for are weaving, sculpturing, 
ceramics, wood working, sewing, paint- 
ing, gardening, basket weaving, knit- 
ting, metal work, doll making and 
cooking. 

The game room becomes the center 
of much activity if it is spacious and 
materials for games and sports are ade- 
quately provided. A few examples of 
activities which are popular with older 
people are shuffle board, darts, cards, 
checkers and chess. In addition, the 
center should provide those kinds of 
activity which permit a maximum of 
group interaction. Square dancing, 
group games and special parties are ex- 
amples of larger group activity which 
can be organized to discourage passive 
observation and a tendency to with- 
draw on the part of older people. 

When the weather permits, the cen- 
ter should provide outdoor opportu- 
nity to play croquet, horseshoes and 
bowling on the green. We know, also, 
that older people enjoy summer camp- 
ing experiences. The use of existing 
local camping facilities by older peo- 
ple can complement their use by the 
youth of a community. Going to camp 
gives older people a change in environ- 
ment and camping provides them with 
unique opportunities for learning, for 
enjoyment and outdoor group expe- 
rience. The duration of a camping pro- 
gram can be varied to meet the capac- 
ities of older people. A one day trip to 
a camp. or a week-end experience are 
equally valuable and frequently more 
feasible than a longer period at camp. 

A weekly center newspaper is an ex- 
cellent technique for increasing com- 
munication among the members and 
for uniting the center. It serves as a 
record of the news, acquaints members 
with each other, informs them of organ- 
izations and activities of the center and 
provides status for and recognition of 
the achievement of the members. The 
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preparation of an activities center 
newspaper provides older people with 
the opportunity to serve as editors, re- 
porters, printers and artists. 

A store which serves as an outlet for 
handiwork of older people provides the 
opportunity to supplement income and 
offers older people a new incentive to 
do useful work. Subsidiary activities 
can be organized which give older peo- 
ple the opportunity to repair furniture, 
and to perform household and personal 
services. Older women skilled in food 
making can prepare products for sale 
at the store. Here, too, it is possible to 
include the older person who is home- 
bound and to give him the opportunity 
to become a part of the program. 


SUMMARY 


Coordinated planning, the develop- 
ment of community resources, pro- 
vision for counseling, supplementary 
kinds of assistance and a thorough pro- 
gram of activities, all directed toward 
increased satisfaction of people during 
the later years, are practically non-ex- 
istent in the majority of American com- 
munities. The activity center for older 
people, incorporating both service and 
activity, is envisaged, therefore, as one 
approach which a community may take 
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toward providing fuller opportunity 
for its older citizens. In such a center 
the older person can find the opportu- 
nity to make new friends, to engage in 
interesting, useful and profitable activ- 
ities, to enjoy the companionship of 
others, to express himself creatively, to 
have new experiences, to find mental 
stimulation and the opportunity to gain 
assistance with problems of personal 
adjustment. 

In addition, the center is tangible evi- 
dence that a community appreciates 
the worth of its older inhabitants, and 
that it desires to provide opportunity 
for the old which is commensurate with 
opportunity for the young. In_ this 
larger sense, the center must be a part 
of the community ; it must receive sup- 
port from the community ; and, it must 
be intimately related to existing agen- 
cies and facilities. The community, 
along with older people, should share 
responsibility in building the center and 
its program. Older people should be 
prompted to return to the community 
some contribution of their own. The 
later years of life need not be ones of 
loneliness, boredom and isolation. A 
recognition of the needs of older people 
and a community’s willingness to act 
can readily provide age with new op- 
portunity. 





Correction 


The article on “The Aged Patient in the Public Psychiatric Hos- 


pital,” published in this department in the January-February issue, 


represented the work of a large committee, the Committee on Hospitals 


of the Group for the Advancement of Psychiatry. Through an oversight, 


only the committee chairman’s name was published. The entire com- 
mittee included: Harvey J. Tompkins, M.D., chairman ; Walter Barton, 
M.D., Kenneth FE. Appel, M.D., Walter H. Baer, M.D., Brian Bird, 
M.D., Jack R. Ewalt, M.D., D. G. McKerracher, M.D., Juul Nielsen, 
M.D., M. A. Tarumianz, M.D., David Wright, M.D., and Charles A. 
Zeller, M.D. 















Principles of Internal Medicine 


M.D., editor-in-chief, 
Beeson, M.D., William H. 
George W. Thorn, M.D., 
Wintrobe, M.D., and 48 contribut- 


T. R. Harrison, 
with Paul B. 
Resnik, M.D., 
M. M. 


ing authors. Philadelphia: The Blakiston 
Company, $12.00. 
This excellent new text book of internal 
medicine should have been reviewed more 


promptiy in the last issue of GERIATRICS. 
That the review is late in appearing is due 
to sever ral factors, not the least significant of 
which is the exceptionally comprehensive 
presentation. 

For the first time we have a consideration 
of altered physiologic processes, pathogene- 
sis and biologic consequences as the basis for 
organization, instead of the usual arrange- 
ment by “specific” disease entities. The five 
clinicians who edited the volume are ob- 
viously aware that in present day medicine 
the “name of the disease” is far less sig- 
nificant to understanding and wise therapy 
than a full comprehension of the processes 
of illness. 

The book is divided into seven parts, the 
first five of which deal with the functional 
aspects of internal medicine, the last two 
with specific infections and disorders of or- 
gan systems. The first five parts concerned 
with manifestations of disease, physiologic 
considerations, reactions to stress, metabolic 
and endocrine disturbances, and disorders 
due to chemical and physical agents, consti- 
tute the major original contribution to medi- 
cal education, both undergraduate and _ post- 
graduate. Though the number of pages 
devoted to the last two sections is about 
equal to these, the material is more conven- 
tionally presented. 

The only specific adverse comment. this 
reviewer can make of the text is that there 
are far too few references to the literature 
at the end of each contribution. 

As in all books to which many men con- 
tribute, the text varies in clarity and com- 
prehensiveness, and it is to be regretted that 
nowhere were we able to find any discussion 
of the relativity of health or consideration 
of health as a state having quantitative at 
tributes. For far too long has the philosop'y 
of medical education been that the physician 
is concerned with the discovery, identifica- 
tion and treatment of disease, rather than 
concern with the health of the patient. It is 
true that here we find emphasis on the mech- 
anisms of disease, but by implication health 





Book Reviews 


is still considered as that state of being ex- 
isting in the absence of disease, a sadly nega- 
tivistic and inadequate definition. 


Epwarp J. Stirgiitz, M.D. 
Washington, D.C. 


Altern und Krankheit (Aging and 


Disease) 


Max Burger, M.D., 1947. Leipzig: Georg 
Thieme, 413 pages, 38.R\ 
This volume is significant partly because 


it is the summary of a lifetime of work of 
the famous director of the medical clinic 
of the University of Leipzig. Burger is one 
of the pioneers in the study of aging proc- 
esses in man and other animals, and_ his 
combined interest in biochemical, physiolog- 
ical, morphological and clinical aspects of 
the problem makes his a unique contribu- 
tion. 

This volume brings together much, but 
by no means all, of the significant litera- 
ture prior to 1944, although the copyright 
date is 1947 and the publishers have sent 
it for review in September, 1950. The seven 
years intervening have seen the publication 
of much new material. Especially note- 
worthy in this volume is the fact that the 
early literature is extensively reviewed and 
this summary will greatly lighten the bur- 
den of other students of the problem by 
giving them ready access to citations to 
the earlier work. The survey is especially 
complete as to studies printed in German 
and includes some difficult-to-locate items 
such as doctoral dissertations. 

The author unfortunately fails to give 
citations or full descriptions of methods 
used in connection with numerous chemical 
studies, presumably from his own labora- 
tory. Nevertheless the collection of data 
will undoubtedly prove to be of great value 
to other students in suggesting new work 
in geriatrics, particularly because of the 
wealth of reference to clinical problems. 
Two hundred pages are devoted to such 
material including respiratory, circulatory, 
renal, digestive and metabolic diseases, in- 
cluding cancer and arthritis. The data pre- 
sented are analyzed conservatively in most 
instances. 

M.D. 


Maurice B. VISSCHER, 


Head, Department of Physiology, 
University of 


Minnesota 
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Gastroscopy. The Endoscopic Study 
of Gastric Pathology 


F.A.C.P. Second 
atlas of 10 plates 
Chicago: Univer- 
$20.00. 

The personality and character of an author 
are seldom as evident in a scientific text- 
book as is that of Schindler in his treatise 
on gastroscopy. His dedication to the crea- 
tion of the instrument, his perseverance in 
the perfection of the technic, and enthusi- 
asm in propagating the method of gastros- 
copy, are implicit on every page of the 
book. The credit and honor of establishing 


Rudolf Schindler, M.D. 
edition, 1950. 433 pages; 
each with 12 pictures. 
sity of Chicago Press, 





gastroscopy as a disciplined study of dis- 
eases of the stomach rightfully belong to 
Schindler. Henning and Gutzeit in Ger- 
many, Moutier in France, Taylor in Eng- 
land, Benedict in this country and others 


Japan and South America 
but all are 


in Italy, Spain, 
have contributed to gastroscopy, 
indebted to Schindler. 
Schindler’s “Lehr-buch und Atlas der 
Gastroscopie” was published in Germany in 
1923. His first text in English was pub- 
lished in 1937, when he was associate clini- 
cal professor of medicine at the University 
of Chicago. This second edition, again is- 
sued by the University of Chicago Press, 


is practically a new piece of work done 
during the last few years as clinical pro- 
fessor of medicine of the College of Medi- 


cal Evangelists in Los Angeles. 

The historical narration of the develop- 
ment of the gastroscope from Kussmaul’s 
tubes to the flexible instrument designed by 
Schindler and made by George Wolf is 
embellished with numerous pictures of the 
instruments. 

The anatomy of the pharynx and esopha- 
gus, through which the scope must. be 
passed, is explained simply. Gastric struc- 
ture, gross and histologic. is presented in 
detail. Simple diagrams depict the techni- 
cal matter of orientation within the 
stomach. 

The discussion of cancer of the 
clarifies the differentiation of malienant 
from benign lesions, and the distinction be- 
tween the several kinds of cancer, particu- 
larly with respect to surgical treatment and 
prognosis. The advantage of direct visuali- 
zation of gastric growths in situ and with- 
out the artifacts notable in postmortem or 
surgically obtained specimens, is clearly 
evident. 

Interesting 


stomach 


case reports exemplify the 
pathologic entities described and reproduc- 
tions of roentgenograms, photographs and 
microscopic sections are used effectively 
and liberally. Clinical phenomena are logi- 


cally related to the gastroscopic and other 
data. 
Gastritis is dealt with objectively; elabo- 


ration of the subject is to be found in the 
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separate book on gastritis published last 
year. 

The ten appended color plates with 120 
views of the interior of the stomach is the 
most complete gastroscopic atlas in Eng- 
lish, 

James B. Carey, M.D. 

Professor of Medicine, 
University of Minnesota 


Clinical Associate 


Therapeutic Radiology 


George Winslow Holmes, M.D., clinical 
professor of roentgenology, emeritus, 
Harvard Medical School, and Milford D. 


Schulz, M.D., instructor in radiology, 
Harvard Medical School. 1949. Phila- 
delphia: Lea & Febiger. 347 pages, 121 


illustrations, 10 in color, $7.50. 

This book is directed to radiologists who do 
not specialize in therapy as well as to phy- 
sicians and medical students who want to 
familiarize themselves with the field of 
radiation therapy and acceptable roentgen 
therapy technique. The authors have made 
it brief by avoiding controversial issues and 
limiting the description of technique to their 
own methods. 

The radiation therapist may find a few 
useful suggestions and find it interesting to 
compare the author’s methods with his 
own. He undoubtedly will object to state- 
ments that this or that method should be 
used when other techniques may seem more 
desirable. 

A brief history of radiation therapy 
stressing the American contributions is fol- 
lowed by a short chapter on physics giving 
the theories and facts essential to an under 
standing of the application of radiation 
Biological effects are discussed, with warn 
ing against excessive radiation. Considera- 
tion is given to selection of types of radia- 
tion, dose and techniques, and to selection, 
preparation and care of patients. 

The methods of treatment for all the dif- 
ferent diseases and conditions which they 
treat are described in 13 chapters. The use 
of radium and _ radioactive isotopes are 
mentioned briefly, but the book is devoted 
mainly to roentgen ray therapy and radium 
technique is omitted except for its use in 
treatment of carcinoma of the uterus and 
the uterine cervix. Chapters on protection 
and legal problems are included. 

The name of Dr. G. W. Holmes, a well- 
known radiologist with a long experience 
and cautious judgment, adds to the relia- 


bility and attraction of the book. 
. W. Stenstrom, Ph.D. 
Director, Radiation Therapy, 


University of Minnesota Hospitals 
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Now —6 choice meats with a purée- so much to folks on limited diets. 
like texture that will meet the dental 


and digestive needs of your elderly Thrifty, too, for those on 


or convalescent patients: Gerber’s limited incomes. Almost all Gerber’s 
Strained Beef, Veal, Liver—and new Fruits, Vegetables and Desserts are 
Lamb, Beef Hearts and Pork. All more economical than strained 
extra-lean and easy-to-digest, with foods prepared at home. Gerber’s 


7 the true meat color Meats cost less—far less—than meats 
ARMOUR \ and flavor that mean cooked and scraped at home. 
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Dicests from Current Literature 


Supraspinatus Tendinitis. 
M.D., and J. A. L. Mc- 


Ouiver T. STEEN, 
Cuttoucu, M.D., Am. J. 

245-254, 1951. 
The commonest cause .of shoulder pain is 
supraspinatus tendinitis, better known as 
subacromial or subdeltoid bursitis. It is espe- 
cially common in the elderly. Since it is 
both degenerative and inflammatory in ori- 
gin, no therapy will be entirely effective. 

Oliver T. Steen, M.D., and J. A. L. Me- 
Cullough, M.D., have found roentgen thera- 
py most effective in a series of 300 cases. 
Favorable results were reported in 83 per 
cent of patients. The therapeutic course con- 
sisted of four consecutive daily applications 
or 150 r (measured in air without back 
scatter) directed to the point of maximum 
tenderness through a 10 by 10 cm. port at 
50 cm. target skin distance, with a beam 
generated at 200 ku., filtered through 0.5 
mm. Cu plus 1 mm. Al. Refractory 
are given another treatment course after one 
month. The average number of treatment 
courses is 1.5. Beneficial results are obtained 
through acceleration of the resolution of the 
inflammatory process by irradiation. 

The condition is readily diagnosable from 
history, physical and x-ray examinations. 
The latter often reveals a calcium deposit 


Roentgenol. 65: 


Cases 


in the bursa which has no prognostic sig- 
nificance. 
Patients who had _ previously received 


other types of treatment, e.g. manipulative, 
diathermy, novocaine injection, responded 
less favorably to roentgen therapy. 


Arterial Embolectomy in Elderly Cardiac 
Patient. 

Rovert H. Swinney, 
W. CorFren, M.D., 
49 :860-863, 1950. 

The danger of arterial embolism complicat- 
ing rheumatic or arteriosclerotic heart dis- 
ease in elderly patients is great. The princi- 
pal sources of the emboli are the pulmonary 
veins, mural thrombi, mitral valve vegeta- 
tions and atheromatous plaques in the aorta. 
Robert H. Swinney, M.D., and Charles W. 
Coffen, M.D., caution that arterial thrombo- 
sis and acute thrombophlebitis may be con- 
fused with arterial embolism. Suddenness of 
onset and site of blockage, e.g. femoral 
artery, are factors favoring diagnosis of ar- 
terial embolism. 

Embolectomy is a sound procedure. It is 
better to explore for an embolus and_ find 
none than to fail to operate for one that is 
present. But whether conservative or opera- 
its early in- 


M.D., and CHARLES 
Vorthwest Medicine 


tive treatment is decided upon, 
situation is extremely important. 

Two contraindications for vascular surgery 
cardiac and respiratory 


are: (1) incompe- 


tence, and (2) occluded vessels so small that 
arter.ectomy would obliterate the lumina as 
in tibial, ulnar and radial arteries. Surgery 
should be performed under local anesthesia 
except in cases of saddle emboli at the 
oe bifurcation. Anti-coagulants should 
be administered. Whether to use preopera- 
tive lumbar sympathetic block or not is a 
matter of individual judgment. 

The fear of many surgeons that arterio- 
sclerosis would prevent satisfactory closure 
of the incised artery after embolectomy is 
usually not justified. Usually a segment of 
the vessel can be found which is not so 
severely involved as to preclude repair. 

All available evidence indicates that em- 
bolectomy offers a greater chance of sur- 
vival to both the patient and the affected 
extremity than does conservative treatment. 


Treatment of Fibrositis with Adrenalin, 
Ephedrine, and Belladonna Creams. 


T. H. Howe, M.R.C.P. Ed., Lancet, Sep- 
tember 23, 1950: 395-398. 
Most patients with chronic fibrositis can 


be kept largely pain free by daily massage 
with cream medicated with either adrenalin, 
ephedrine, or belladonna. Shortly after the 
cream has been rubbed into the point of 
maximal tenderness, the skin softens, al- 
lowing irregularities in the muscle to be 
palpated. As deep massage proceeds, the 
nodules or corrugations become smaller and 
softer and usually disappear. The deeper 
the site of pain, and the more obese the pa- 
tient, the less chance for successful therapy. 

Patients without physiotherapy get about 
the same period of relief from the medi- 
cated creams as do patients receiving heat 
and massage. However, among patients with 
rheumatoid arthritis or osteo-arthritis re- 
ceiving physiotherapy and medication, tem- 
porary cures of the complicating fibrositis 
are not unusual, but do not occur where in- 
unction alone is used. Therefore, physio- 
therapy is a beneficial adjunct. 

In 90 patients with chronic fibrositis, usual- 


_ly seconde “4 to rheumatoid arthritis or osteo- 


arthritis, T. H. Howell, M.R.C.P. Ed., found 
that the inunction of adrenalin cream by 
deep massage relieved the pain for from ten 
minutes to five days, except in seven fat 
women who obtained no benefit. The usual 
duration of freedom from pain was twelve 
hours. 

In 78 patients massaged with ephedrine 
cream, relief lasting from eight hours to 
eight days was obtained. In 24 patients mas- 
saged with belladonna cream the relief 
lasted from an hour to eight days. Massage 
with a blank control cream gave only two 
or three hours’ relief in 16 of 20 patients. 

(Continued on page 134) 
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at the first sign 


of a cold 


Chill, blustery winter days are generally 
an indication of an increase in the incidence of 
colds, and the first warning signs of a cold 
are an indication for Cehistra ‘Organon,’ 
for it will provide many of your patients with 
n, prompt symptomatic relief. Cehistra 
combines in each effervescent tablet 10 mg. 
il- of prophenpyridamine (as the maleate), 
“i one of the most effective antihistamines 

nd available today, and 100 mg. of vitamin C, 
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Ne mechanism, together with 320 mg. (5 grs.) 
1; of aspirin for its analgesic and antipyretic 
vat actions, and several alkalizers. Cehistra 

“i tablets form in water a sparkling, 
pleasant-tasting solution of the active 

a ingredients which assures prompt action. 
Cehistra is available for your prescriptions 
aie in vials of 10 effervescent tablets 

or individually foil-wrapped in 

by quantities of 1000. 
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(Continued from page 132) 
Surgical Problems in the Aged Negro. 


W. H. Parsons, M.D., and W. T. WILL- 
1AMs, M.D., South Surgeon 16:1163- 
1176, 1950. Lutheran Hospital, Vicksburg, 
Mississippi. 

3ecause of the more serious risks presented 

by many Negro patients, surgery in the 

upper age bracket must be undertaken with 
even greater care than similar surgery in 
white subjects. Factors of mortality have 
been analyzed by W. H. Parsons, M.D., and 

W. T. Williams, M.D., in 405 operations 

performed in the Lutheran Hospital, Vicks- 

burg, Mississippi, on 324 consecutive pa- 
tients, all 60 or more years of age, and of 
whom 88 were Negroes. 

The most striking fact in the analysis of 
these cases is the difference in the racial 
mortalities. The white mortality was 8.5 per 
cent, the Negro, 19.3 per cent. In white sub- 
jects the mortality up to 75 years of age 
was 8 per cent, and over that age 11 per 
cent. In the Negro group the respective 
mortalities were 17 per cent and 31 per cent, 
a striking difference. In the emergency 
cases in this series three deaths occurred in 
the 12 operations on Negro patients and 
three deaths in the 26 operations on white 
patients. 

The sharp difference in mortality in fa- 
vor of the white race is to be explained by 
the better surgical risk presented by white 
patients. Basically, the explanation is the 
greater tendency of the Negro to delay in 
seeking medical attention. For instance, no 
deaths occurred among the 41 Negroes in 
good condition, no matter what type of sur- 
gery was done, although three deaths oc- 
curred in the 99 white cases in the same 
category. The figures suggest that the Ne- 
gro, when encountering surgery on equal 
terms with the white patient, withstands 
operation as well as does the white. The 
trouble is that the terms are so seldom real- 
ly equal. 


Activity in Advancing Years. 


Marjory W. WarrEN, MRCS., Brit. M. J. 
No. 4685 :921-924, 1951. 


Prolonged inactivity is dangerous to the 
physical and mental health of aged persons. 
Most bedfast patients develop rarefaction 
of bone, stiffness of soft tissues, and con- 
tractures. In the absence of exercise, mus- 
cles atrophy, tendons shorten, limbs assume 
malpositions, and often obesity develops. 
Overweight and immobile patients show a 
reduced respiratory excursion and develop 
signs of basal congestion which are potential 
sources of active pulmonary infection. 

Marjory W. Warren, MRCS., medical di- 
rector of the West Middlesex hospital, Eng- 
land, recommends the following principles 
in the treatment of geriatric patients: 


1. A patient must be encouraged to retain 
full independence for his personal needs 
whenever possible, such as washing himself 
and combing his hair. 

2. If his medical condition has diminished 
his independence or rendered the patient 
immobile, then full treatment by means of 
physiotherapy and occupational therapy must 
be arranged to overcome his disabilities. 

3. He must be encouraged to persevere 
with treatment, to keep active, and to in- 
terest himself in his recovery and in his 
surroundings. 

4. Exercise should be frequent and for 
short periods of time. 

5. Good conditions such as flooring, sani- 
tation, temperature, light, etc., should be 
provided; clothes should be comfortable; 
and appliances, including prostheses, should 
be correct in every detail. 

6. Equipment, such as overhead rails, bed- 
end pulleys, wheel-chairs, etc., should be 
provided to give maximum help to patients 
under treatment. 


Psychiatric Implications in Gereoiogy. 


Daniet D. Cuitpes, M.D., and James P. 
Kinc, M.D., Virginia M. Monthly 77 :531- 
536, 1950. 


The role of psychiatry in the management of 
the geriatric patient is a broad one, accord- 
ing to Drs. David C. Childes and James P. 
King of Redford, Virginia. It must teach the 
family group the normal evolution of old 
age and help the family plan for adequate 
care demanded by each case. The psychia- 
trist can treat successfully many of the func- 
tional disorders and guide the patient to 
better adjusted living. 

A series of 100 consecutive cases of per- 
sons over 65 who were admitted to a psy- 
chiatric hospital were divided into three 
groups: (1) primarily organic, 42 cases; 
(2) mixed organic and functional, 21 cases; 
and (3) primarily functional, 37 cases. Most 
of the organic group were the senile. psy- 
choses and psychosis due to arteriosclerosis. 
The largest number of the purely functional 
group were of the affective type, 19 of 
whom were manic depressives. Admittedly, 
the clinical differentiation between an or- 
ganic and functional psychosis is most diffi- 
cult in a person over 65, yet it is quite im- 
portant. 

Evaluation of total therapy indicated that 
only about five per cent of the organic group 
were improved. Thirty-three of the patients 
received electric shock; 27 of these had an 
affective disorder and 25 were improved 
sufficiently to return home. The more fa- 
vorable prognosis in those who have largely 
functional disease is obvious, and thus 
emphasizes the importance of attempting to 
arrive at an accurate diagnosis. 


(Continued on page 139) 
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In the elderly patient mental depression and nutritional inadequacy can so easily 
get the upper hand. ‘Theptine’, however, now gives the physician an ideal 
supportive therapy against debility of psychic and nutritional origin. 


‘Theptine’ provides the unique antidepressant action of ‘Dexedrine’ Sulfate plus the 
nutritional action of thiamine, niacin and riboflavin. In the elderly patient 
‘Theptine’ not only brightens mood and outlook, but also helps offset the 
debilitating effects of undernutrition. 


Smith, Kline & French Laboratories, Philadelphia 


bars) dilate 


‘Dexedrine’ plus essential B vitamins 





an antidepressant and nutrient elixir 


Each 5 cc. (1 teaspoonful) contains: ‘Dexedrine’ Sulfate, 2.5 mg.; 
thiamine hydrochloride, 5.0 mg.; riboflavin, 0.45 mg.; niacin, 6.7 mg. 
Available in 12 fl. oz. bottles. 


‘Theptine’ & ‘Dexedrine’ T.M. Reg. U.S. Pat. Off. 








GERIATRICS zu the NEWS 


All announcements and news relating to geriatric medicine and 
research should be directed to GERIATRICS, Editorial De- 
partment, 84 South Tenth Street, Minneapolis 2, Minnesota. 





Second International Gerontological 
Congress 
The Second International Gerontological 
Congress will meet in St. Louis, Missouri, 
September g to 15, 1951, with head- 
quarters at Hotel Jefferson. The conference 
is sponsored by the International Associa- 
tion of Gerontological Societies under the 
presidency of Professor L. Brull, Liége, 
Belgium, and by the Gerontological So- 
ciety, Inc., under the presidency of Dr. 
Robert A. Moore, St. Louis, Missouri. 
Details concerning the congress may be 
obtained from Dr. E. V. Cowdry, Wash- 
ington University School of Medicine, 660 
South Kingshighway, St. Louis 10, Mis- 
souri. 
The program will be organized in four 
sections: (1) biology and medicine, (2) 
sociology, psychology, education and reli- 
gion, (3) economics and welfare, and (4) 
medical services, hygiene and_ housing. 
Titles of papers to be presented, bearing on 
gerontology from any of these aspects, 
should be sent to the chairman of the pro- 
gram committee, Dr. John Esben Kirk, 
Washington University School of Medi- 
cine, 5600 Arsenal Street, St. Louis 9, 
Missouri. « 
American College of Surgeons 
The fifth of a series of seven sectional 
meetings of the American College of 
Surgeons will be held in Portland, 
Oregon, March 26 and 27, with head- 
quarters at Hotel Multnomah. Hospital 
conferences will be held on both days 
concurrently with the medical sessions. 
The Portland meeting will be followed 
by meetings in Denver, April 6 and 7 
and Detroit, May 10 and 11. 


Research ° 


The state of Massachusetts has begun con- 
struction of a new Chronic Disease Hos- 
pital at Franklin Park, Jamaica Plain on 
a site contributed by the city of Boston. 
The 12-story hospital will provide highly 
specialized facilities for diagnosing and 
treating disabling chronic diseases, con- 
_ ducting research in such diseases, and 
screening major diseases before they have 
progressed to the incurable stage. It will 
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also be a teaching center for medical stu- 
dents through its affiliation with Harvard, 
Tufts, and Boston University medical 
schools. e 
A long term epidemiological study of 
arteriosclerotic and hypertensive cardio- 
vascular disease is being conducted in 
Framingham, Massachusetts, by the Na- 
tional Heart Institute of the Public Health 
Service with the Massachusetts State De- 
partment of Public Health and the town 
of Framingham. About 6,000 residents, 
selected at random, between the ages of 
30 and 59 are to be examined for cardio- 
vascular abnormalities or disease. 
e 
Conference on Prevention of 
Blindness 
The 1951 Conference of the National 
Society for the Prevention of Blindness 
will be held at the Hotel New Yorker, 
34th Street and Eighth Avenue, New 
York City, March 28, 29, 30. Dr. Edward 
J. Stieglitz will be the guest speaker at 
the luncheon meeting on March 30. Res- 
ervations for the conference should be 
made directly with the Hotel New Yorker. 


© 
Postgraduate Courses 
The Michael Reese Hospital Postgraduate 
School will offer an intensive two-week 
course in recent advances in internal medi- 
cine. Clinical and didactic material on 
diagnosis and therapy will be given by 
members of the department of internal 
medicine, other clinical departments and 
the division of laboratories and research. 
For further information write to Dr. Sam- 
uel Soskin, Dean, 29th Street and Ellis 
Avenue, Chicago 16, Illinois. 

J 
The Jnternational Academy of Proctology 
will present its first teaching seminary on 
proctologic subjects, in the form of a sym- 
posium and round-table in New York 
City, April 7, 1951. For registration or 
further information write to Dr. William 
Lieberman, Chairman, Seminar Commit- 
tee, International Academy of Proctology, 
1819 Broadway, New York 23, N.Y. 


(Continued on page 138) 
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acute 
vitamin deficiencies 


A sudden drop from adequate to grossly 
inadequate vitamin intake results in fast 
tissue depletion and functional changes. 
Ordinarily, physical lesions do not appear. 
If tissue depletion is rapid enough, death 
may ensue with slight or no morphologic 
variation. 





deficiencies 


Treatment of acute deficiencies 


Fully therapeutic dosages of all the vitamins 
indicated in mixed vitamin therapy should be 
given. Under intensive therapy recovery from 
acute vitamin deficiencies usually is made in a 
comparatively short time. 


THERAGRAN supplies clinically proved, truly 
therapeutic dosages of all the vitamins indi- 
cated in mixed vitamin therapy. 


Euch Theragran Capsule contains: 


Vitamin A 25,000 U.S.P. Units 
Vitamin D 1,000 U.S.P. Units 
Thiamine HCl 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 


Bottles of 30, 100 and 1000 


When the deficiency is acute specify Theragran and 
correct the patient’s diet 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


SQUIBB 





GERIATRICS IN THE NEWS 
(Continued from page 136) 


Popular Reading 
L. I. Dublin and Herbert Yahres col- 
laborate on a series of three articles on 
“When You’re Old—What Then?” ap- 
pearing in the January 6, 13, and 20 
issues of Colliers. Henrietta Ripperger 
writes on “The Harvest of the Years” in 
the February 1951 issue of Woman’s Day. 
“Why Youth Needs Age,” by Robert Rob- 
inson, appears in the February 1951 Red- 
book. 
Recent booklets of interest to workers in 
the geriatrics field include: “Memo to 
Mature Workers,” a pamphlet advising 
the older worker on how and where to 
get a job, issued by the New York Joint 
Legislative Committee on Problems of 
the Aging; “Preparation for Retirement 
—A Study of Post-Employment Adjust- 
ment,” prepared by the Esso Standard 
Oil Company, 15 West 5lst Street, New 
York 19, N. Y.; and “Health and Prog- 
ress in the United States—A Survey of 
Recent Trends in Longevity,” by Mor- 
timer Spiegelman, published and distrib- 
uted by the American Enterprise Asso- 
ciation, Inc., 4 East 41st Street, New 
York 17, N. Y. ‘ 
Cancer Specialist Dies 
Dr. Francis Carter Wood, 81, cancer re- 
search specialist and pioneer in the use o! 
x-rays and radium in fighting the disease, 
died January 6 at Englewood, New Jersey. 
He had served as director of the patho- 
logical laboratory and director of the radio- 
therapeutic department at St. Luke’s Hos- 
pital in New York; from 1930 to 1941 as 
editor of The American Journal of Cancer. 


® 

Dr. White Honored 
Dr. S. Marx White, an associate editor 
of Geriatrics and a practicing physician 
in Minneapolis for more than fifty years, 
was honored with an award for dis- 
tinguished community service by the 
Community Chest and Council of Hen- 
nepin County at its annual meeting on 


January 31. ‘ 


New York Hobby Show 

A hobby show for participants over sixty 
will be held at the American Museum of 
Natural History, May 5 to 13. Non- 
professional work in all the creative arts 
will be shown as well as that in painting, 
ceramics, needlework and handicraft. Fur- 
ther information can be obtained by writ- 
ing to Hobby Show, Welfare Council, 
44 E. 23rd Street, New York City, N. Y. 




















DIGESTS FROM CURRENT LITERATURE 
(Continued from page 134) 
The Macula in the Elderly. 


ArTHUR J. BepELL, M.D., Am. J. Ophth. 

33 :1681-1737, 1950. 

The soundest approach to the study of the 
macular pathology involves a review of a 
long series of photographs covering months 
or years of observation. This is the only 
scientific method by which the course of 
fundus alterations can be followed and each 
new phase correctly placed in the all inclu- 
sive progression. In many of the serious 
destructions, the disease is a constant inva- 
sive process, advancing without phases or 
stages. 

Using a serial photographic technique, 
Arthur J. Bedell, M.D., separates the macu- 
lar diseases into three groups: (1) those 
which may develop at any time from birth 
to death and, although seen in advanced age, 
are not the result of senescence; (2) those 
found most often in the old but which may 
appear in the young; and (3) those present 
only in the elderly. 

Usually both eyes are involved in senile 
macular disease. A study of the macular 
photographs enables the ophthalmologist to 
recognize and evaluate every change from 
earliest onset of foggy vision to the terminal 
scar. The rate of progress, the degree of 
destruction and the terminal scar are in- 
constant. 

Clinically, senile macular disease is char- 
acterized by a steadily elevating, gray, cir- 
cumscribed macular swelling. There is cor- 
responding loss of visual function, decreased 
central visual acuity and a central scotoma. 

All senile exudations tend to be circular, 
sometimes without surface vessels. There 
may be a normal retinal circulation or a 
marked increase in the retinal and sometimes 
the choroidal vessels. The degenerative mac- 
ular diseases are characterized by pigmen 
tations which end in collections of small 
pigment specks, large deposits or indefinite 
borders about the scars. There are varyinz 
degrees of vascularity. The exudative and 
degenerative types frequently merge. 

The macular area may become so ele- 
vated, so infiltrated and so white or gray 
that it may be mistaken for an enlarging 
malignant tumor. This has led in some in- 
stances to enucleation. A careful inspection 
of the surrounding portions of the fundus 
and especially the retinal vessels will lead 
to the postponement of enucleation while 
awaiting developments. 

When a macular mass is pigmented, it 
may be difficult to distinguish from a malig- 
nant melanoma. Conversely, carcinoma of 
the choroid rarely becomes an elevated tu- 
mor, tending to expand rather than to bulge. 

Every patient with senile macular degen- 
eration should be told that he will never 
become blind as a result of the disease. 
(Continued on page 140) 
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chronic 
vitamin deficiencies 


When vitamin intake is just below the 
adequate, deficiencies develop slowly. As 
time goes on lesions appear. They are 
insidious in onset and slow in regression, 
even under intensive therapy. Many chron- 
ic lesions progress uneventfully. The pa- 
tient accepts his ill-health as normal. 








Treatment of chronic deficiencies 


Chronic deficiencies require prolonged ther- 
apy. At first treatment should be intensive. A 
much longer period of complete but less in- 
tensive treatment should follow. For a year 
after apparent recovery the patient should be 
given fully protective amounts of the essential 
nutrients. 


THERAGRAN supplies all of the vitamins indi- 
cated in mixed vitamin therapy in clinically 
proved, trulv therapeutic dosages. 


Each Theragran Capsule contains: 
Vitamin A 25,000 U.S.P. Units 
Vitamin D 1,000 U.S.P. Units 


Thiamine HC} 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 


Bottles of 30, 100 and 1000 


When the deficiency is chronic specify Theragran and 
correct the patient's diet 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


SQUIBB 


**THERAGRAN’* = T. M., E.R, SQUIBD & SONS 
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CO) nen low-salt 


dieters’ 
wills begin 


wilting... 





All patients are good patients 


when they're in-patients. It’s when symp- 
toms abate that diet foods begin to pall 


and indiscretions may be anticipated. 


DIASAL is so close to the true 


taste and texture of salt—seasons food so 
much like salt—that diet adherence is vir- 
tually assured. Diasal makes flat-tasting 


saltless foods enjoyable once again. 


DIASAL is a new, safe type 


of salt substitute that may be safely pre- 
scribed for use at the patient’s discretion. 


Approved Ingredients: potassium chloride, glutamic acid and inert 
excipients combined to stimulate food flavors, without bitterness or 
after-taste. Diasal may be freely prescribed as a diet adjunct in con- 
ditions of congestive heart failure, hypertension, arteriosclerosis 
and toxemias of pregnancy, as well as any edematous state resulting 
from sodium imbalance. Contra-indicated only in severe renal dis- 
orders and oliguria. Available in 2 oz. shakers and 8 oz. bottles. 


A new, safe salt substitute 


® 
NO LITHIUM 
NO SODIUM 
NO AMMONIUM | 


ACCEPTED FOR ADVERTISING IN THE JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION 
For sample shakers and low-sodium diet sheets for several patients, 


write E,. FOUGERA & CO. Inc., 75 Varick St., New York 13, N.Y. 





(Continued from page 139) 
Gynecological Problems of Old Age. 


J. J. O’Sutiivan, M.R.C.O.G., Practicioner 

165 :141-147, 1950. 

A recent investigation of delayed diagnoses 
of malignant pelvic disease showed that the 
physician was wholly or partly at fault in 
over 25 per cent of cases. The present aim 
is early diagnosis and active and if neces- 
sary drastic treatment, according to J. J. 
O'Sullivan, M.R.C.O.G. 

Pruritus vulvae. After all organic causes 
have been excluded, almost 75 per cent of 
cases remain, most of which are psycho- 
somatic. Treatment depends upon etiology, 
but the principles are to keep the vulva clean 
and dry, to clear up vulvitis with lead lo- 
tion, and subsequently to employ antipruritic 
lotion or ointment. X-ray treatment is rarely 
satisfactory. V ulvectomy, although employ ed 
only for intractable cases, gives excellent 
results. 

Leucoplakia and kraurosis vulvae. Leuco- 
plakia is a rare, pre-cancerous disease, 
which, as the name suggests, is a thickening, 
keratinization and whitening of patches of 
the vulvar skin. Later cracks and fissures 
may appear in these patches, and carcinoma 
may follow. Should the condition progress, 
the skin becomes completely atrophic. The 
condition may be localized to the labia 
majora, but can spread to involve the perin- 
eum, anus ae the adjacent skin of the 
thighs. The labia minora and vestibule are 
never involved. Treatment for early, non- 
progressive cases should be similar to that 
for pruritus vulvae, but in the event of 
fissuring or further spread, vulvectomy is 
the treatment of choice. 

Kraurosis vulvae, on the other hand, is 
primarily an excessive atrophy of the labia 
minora, vestibule, clitoris, urethral and va- 
ginal orifice, and does not affect the con- 
tiguous skin. The skin of these areas be- 
comes parchment-thin and bluish gray in 
color with numerous scattered red vascular 
age and small ulcers. In the final stages, 
the labia minora and clitoris disappear, and 
stenosis of the vaginal orifice occurs, ren- 
dering sexual intercourse impossible. Dys- 
pareunia and intense vulvar soreness are the 
predominant symptoms. Pruritus vulvae is 
common, and if the urethral orifice is in- 
volved, dysuria ensues. Treatment similar 
to that for pruritus vulvae should be tried. 
The results of estrogen therapy are variable, 
but maximum response is obtained by using 
large oral doses. Areas affecting the urethral 
orifice can be cauterized, and if dyspareunia 
due to shrinking is a major symptom, the 
introitus widened by plastic operation. 

Carcinoma of the vulva. Carcinoma of the 
vulva still remains perhaps the most badly 
misdiagnosed and poorly treated condition 
in the entire field of malignant diseases. The 
treatment of this condition is radical vul- 
vectomy with bilateral dissection of both the 
superficial and deep lymphatics. The opera- 
tive mortality is 16 per cent. 

(Continued on page 142) 

















The nutrient content of 8 cents’ 
worth of Ovaltine Granules 
(3 servings) and 8 cents’ 

worth of Whole Milk 
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a Outstanding Ceonomy, 


of OVALTINE 


As the bar chart so vividly indicates, Ovaltine is an excep- 
tionally economical source of many essential nutrients. 
Using whole milk as the basis for comparison, the chart con- 
trasts the relative amounts of nutrients supplied by 8 cents’ 
worth of Ovaltine granules (3 servings) and by 8 cents’ 
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0.3 mg- 
0.4mg- 
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Thiamine 
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Ascorbic O 


Vitamin A 
Carbohydrate 
Riboflavin 
Phosphorus 
Calcium 


Calories 


19 Gm. 
0.66 mgd- 
363 mg- 
A460 mg- 

269 


13.6 Gm. 


worth of whole milk. In 8 of the 13 nutrients listed, 


Ovaltine supplies greater amounts, and in the remaining 5, 
high proportions of the amounts found in milk. 


It should be noted that Ovaltine specially enriches milk 
in those nutrients in which milk is low. Thus Ovaltine is 


not only econdmical in use but constitutes with milk an 
ideal protective supplementary food drink. It finds wide 
usefulness whenever dietary supplementation becomes 
necessary, either because of poor appetite, inability to con- 


sume a normal diet, or illness which often makes normal 
eating difficult or impossible. 


THE WANDER COMPANY 


360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Protein 

Fat 

* g cents Wor 
**g cents W 


15 Gm. 


2Gm. 
ings 
th of Ovaltine (3 serving 


orth of milk 


Two kinds, Plain and Chocolate Flavored. 
Serving for serving, they are virtually 
identical in nutritional content. 
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ration are often necessary to insure an ade- 
quate intake of milk2—that ‘’most satisfactory” 
of foods for old people.! * Which is why geria- 
tricians increasingly specify ‘Junket’’ Brand 
Rennet Powder or Tablets to transform un- 
cooked milk into equally nutritious and even 
more easily digestible rennet-custards. Their 
delicious flavors and tongue-caressing smooth- 
ness embody a special appetite appeal, and 
help to solve many geriatric feeding problems. 


“JUNKET” RENNET POWDER is available in six 
popular flavors, already sweetened. ‘“JUNKET”’ 
RENNET TABLETS — not sweetened or flavored. 


“JUNKET” BRAND FOODS ™-3 


DIVISION 
Chr. Hansen’‘s Laboratory, Inc. 
LITTLE FALLS, N.Y. 


1. Brown, S. A.: In Problems of Aging and Old -Age, 
1928-1929, p. 1090. 


2. Sebrell, W. H.: In Geriatric Medicine, Edit. by R. i 
Stieglitz, 1943, pp. 209-10. 


“JUNKET” is the trade- 
mark of Chr. Hansen’s 
Laboratory, Inc. for its 
rennet and other food 
products, and is regis- 
tered in the United 

States and Canada. 


ETAMORPHOSIS 
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(Continued from page 140) 

Prolapse. Prolapse of the vagina and 
uterus, often accompanied by prolapse of 
the urethra and bladder, are common after 
50. Some form of colporraphy is advisable 
except for patients with coronary or respi- 
ratory complications, for which cases pessary 
treatment is indicated. 


Biochemistry of Old Age. 

Editorial, Lancet January 20, 1951: 157. 
Elucidation of the dynamics of aging may 
be human biology’s next major advance. 
Geriatric sociology is the subfield farthest 
advanced at present, while the biologic as- 
pect is still confused. 

Old age is probably a general failure of 
homeostasis. Little real progress is likely 
until some essential tissue biology experi- 
ments are done which show exactly how 
and where the internal environment and the 
cell’s response to it vary with age. The ex- 
perimental embryologist’s approach covering 
the end as well as the beginning of growth 
may be the answer. 

McKay has shown that factors limiting 
somatic growth also aid in the induction of 
aging. The relation of aging to the reticuo- 
endothelial system may have merit. The 
germ-free mammals bred by the Notre 
Dame group should make it possible to 
dispose of the bacterial-toxic theory finally. 
The endocrine approach, once the discredited 
victim of over-optimism, looks more hopeful 
but no single hormone or organ is likely to 
provide a complete explanation of all age 
processes. 

Albright’s concept of human “adreno- 
pause,” while an unfortunate term, is a valid 
one. “Adrenopause” refers to the steadily 
diminishing adrenocortical hormone output 
from age 60 to 90, supported by the known 
decline in urinary excretion of 17-ketos- 
teroids after age 50. Other investigators 
have demonstrated that axillary hair is ab- 
sent or reduced in most women over 60. 
Serum sodium levels are significantly low 
in the aged, with no corresponding fall in 
chlorides—a point which may shed light on 
tissue hydration in senescence and indict the 
adrenal in the aging process. Findlay sug 
gests that decreased tissue sensitivity to 
pituitary stimulation is a factor in aging. 


. Thyroid function declines with age; studies 


of the relation between thyroid activity and 
atheroma including the cholesterol blood- 
level are promising. 





Query 
To the Editor: 

In the November-December issue of Geri- 
atrics, the article on “Ambulatory Care of 
the Aged,” advised the use of a high protein 
dry skim milk preparation for older people. 
Can you furnish additional information 
about the name of such a product and 
whether it is generally available? 

M.D., Des Moines, Iowa 

This question has been referred to the 
authors, who report that the product de- 
scribed is Gerilac, made by the Borden Com- 
pany. It is available from druggists. 





















































Geriatrics an ilitation” 
s and Rehabilita 
Ay 
. Howard A. Rusk, M.D.*t 
“i 
ms ODAY, there are more than 28,000,000 Americans who suffer from 
chronic disease and physical disability. Staggering as this is, we can 
a expect it to increase in the future; for as our population becomes older, 
0- the incidence of chronic disease and its resultant physical disability will in- 
~ crease correspondingly. In the 25-year study the U. S. Public Health Service 
to has conducted among 2,000 white families in Hagerstown, Maryland, it has 
yi found that at the age of 25, about 35 of every 1,000 persons have some 
ul chronic illness or some major disability; at the age of 45 the rate gradually 
ei rises to about 100 chronic cases in 1,000 men and women. There is, then, a 
| much steeper climb with nearly 250 out of 1,000 chronically ill at 60, at 80 
a more than half of the group need regular medical care, and at 90 the rate 
ly is more than 900 per 1,000. 
ut The problems of geriatrics and chronic disease are particularly clear-cut, 
“ for example, in the Veterans Administration. As the approximately twenty | 
S million veterans in this country represent a static population that is increas- 
0. ing daily in age, the potential problem of chronic disease among this group 
Ww becomes appalling. As pointed out by the Report of the Administrator of 
ke Veterans Affairs for the fiscal year 1947, there will be almost as many | 
he World War II veterans alive (3,404,000) at the turn of the next century, 
4 as there were World War I veterans (3,727,000) alive on June 30, 1947. 
g. The average age of the World War II veterans then, however, will be nearly | 
vd 78 years, compared with an average in 1947 of 55 for World War I veterans | 
d- and 72 for Spanish-American War veterans. \ 
In meeting this problem, there are obviously four phases to consider : 
(1) research into the causes of degenerative disease and the aging process ; 
(2) the program of prevention; (3) improving methods of definitive and 
fl medical and surgical care; (4) rehabilitation and utilization of the chronically 
of ill and disabled individual. In the first, we are dealing entirely in the future; 
in | 
le. *Read at the seventh annual meeting of the Amer- {Professor and chairman, Department of Physical | 
mn ican Geriatrics Society, New York City, June 2, Medicine and Rehabilitation, New York University- 
id 1950. Bellevue Medical Center; associate editor, The New 
York Times. 
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and in meeting the practical problems of ioday, this cannot be counted on. 
We must work with the tools that we have. ‘lie preventive medical program 
for the aged is, at the present time, virgin territory. In addition to the nutri- 
tional, endocrine and general preventive measures available, there is certain 
medical-social experience that seems to be specifically applicable to our aging 
population. One of the most important of these is in the areas of mental 
health. 


eee for mental diseases is increasing at a faster rate among 
aged persons than the increase in the rates for all ages. Studies of the 
National Institute of Mental Health show that the rate of psychotic first 
admissions to long-term mental hospitals has increased by 60 per cent since 
1922 for the group aged 65 and over, an increase of from 179.4 per 100,000 
population in 1922 to 289.1 per 100,000 population in 1946, or nearly 
double the increases in the other age groups (62.6 in 1922 as compared to 
86.0 in 1946 in all age groups, and 109.1 in 1922 as compared to 114.0 in 
1946 in the 45-64 year age group). 

That there is a preventive medicine, however, for this group is shown 
by the experience of various specialized agencies for the aged which are 
being developed in many communities. Illustrative of such groups is the 
William Hodson Community Center in New York City. Situated in the old 
3ronx Borough Hall Building, the center which is operated jointly by the 
New York City Department of Welfare, settlement houses, welfare agencies 
and other local neighborhood groups was started in 1943 by the City Depart- 
ment of Welfare which realized the need of older persons for some activity 
to replace the loss of the work day. Originally open only a few hours a day, 
the center is now open daily. The members administer its activities through 
self-government; and during the week they paint, work at arts and crafts, 
visit (which is a major activity), edit their mimeographed magazine and 
plan their monthly birthday parties and entertainments. 


Pirin a person need be only 60 years old to join the center, most 
members are in the 70’s or 80’s, with many in their 90’s. The average age is 
74. There are 450 active members, most of whom visit the center several 
times weekly and many of whom come daily. Despite the large number of 
aged persons who are committed to mental hospitals, in the seven-year history 
of the center during which they have had more than 700 members, not a single 
member has been admitted to such an institution. Ordinarily, in this age 
group in that period of time, 40 individuals would have been expected to 
require admission to a mental hospital. Conservatively, those 40 individuals 
would have cost the State of New York more than the entire seven-year- 
preventive program has cost the City of New York. 

In improving our present definitive therapeutic approach, experiences with 
the newer concepts of early ambulation and conservative surgical proce- 
dures promise much if the older-age group requires surgery. Medically, the 
approach must be psychosomatic as well as physiologic; but there is much, 











1. Occupational therapy is used to 
strengthen arm and_= shoulder muscles. 
(Patient with dislocation of left shoulder, 
with radial palsy. He is shown at weaving 
loom, purpose of which is to strengthen 


his arm muscles.) 


After being fitted with an artificial 
the patient starts training in its use 


in the parallel bars. 


3. Age alone should not mean the end of 
ability to do gainful work. 


4. Training must be given in the simple 
activities of daily living. 


5. Same as 4 above. 
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even in our recent experience, to indicate that in the past we have been far 
too pessimistic and have approached the difficult problems of arteriosclerosis, 
hemiplegia and chronic heart disease with a feeling of futility. 

That results can be obtained with a dynamic approach is shown by a 
study completed in 1947 at the Veterans Administration Hospital in Minne- 
apolis by Baker and his associates with a group of 130 chronic neurological 
patients, all but two-of whom were veterans of World War I and many of 
whom had been hospitalized continuously for more than ten years, some 
confined to their beds for over two years. After nine months of intensive 
physical rehabilitation, 25 had left the hospital and were employed, 40 others 
had been discharged to their homes capable of light work; and of those 
remaining, 30 were ambulatory and undergoing advanced rehabilitation and 
25 were capable of some self-care. All but 10 of the group had shown some 
worthwhile permanent improvement. This experience is significant, not only 
from the humanitarian value of the restoration from chronic invalidism of 
those involved, but from the standpoint of economic savings. With a five- 
year life expectancy of these patients and a per-patient per-day hospitaliza- 
tion cost of over $12, the rehabilitation of the 65 patients discharged from 
the hospital saved the government, and eventually the taxpayer, over 


$1,250,000. 


ie our own experience at Bellevue Hospital and the Institute of Physical 
Medicine and Rehabilitation during the past four years, we have seen almost 
500 hemiplegic patients. We have finished a spot analysis of the first 100 
patients at Bellevue with an average age of 63, varying in age from 18 to 80— 
typical Bellevue patients. About 40 per cent had some speech disorders. We 
were able to train 90 per cent to ambulate and to reasonable self-care, and 
40 per cent to be able to get back into some gainful work. 

If we are to solve the problems that we have created, there must be a 
total approach—medically, socially and economically. Hospital programs 
are not enough; we must also have a broad community program of dispersal 
after discharge from the hospital. The hospital, of course, is the focal point, 
the sorting station, and the training ground. After the patient has been ade- 
quately evaluated as to his physical, emotional, vocational and social poten- 
tialities and given the training necessary in order to bring him to the 
maximum of those potentialities, there are a number of possibilities for his 
return to the community. 


: E first of these is full employment. As seen on the accompanying chart, 
the four groups who are going to some type of employment may go through 
an intermediate step of educational and/or vocational training and then 
directly into industry. The first of these groups are those who can go to full 
employment, for in many instances the disability can be eliminated or the 
patient can be rehabilitated to the point that he is not vocationally handi- 
capped. An example of such cases is that of a miner recently sent to New 
York for rehabilitation under the auspices of the Welfare and Retirement 
















GERIATRICS AND REHABILITATION 


REHABILITATION PROGRAM IN THE 








































































































T TOTAL COMMUNITY PROGRAM 
. FOR THE CHRONICALLY ILL 
7 The Community General Hospital 
r ET aa Peychiatric 
| Health Division 
a get er eae + Unit Evaluation and Patients from 
| Mobile 4 Ecos avue sans oeenre Therapeutic Definitive Wards 
— | Diagnostic : 
| and Case-Finding | Pip caaeeke a 
| : Unit Cie cod pe Patients from O.P.D. Rehabilitation, Evaluation, and 
bec cereennen en nrnee ; ; end Diagnostic SSS Training Unit (20% of Total Beds) 
f oe 
e ic ity Rehabilitation Center ‘ 
SSS rise wae (in and out patients) : 
J Rein oo nec cccwccoecocanscoasd 
€ COMMUNITY DISPERSAL 
d 2S) aes SRN AT ‘ 
e : Educational Vocational Training 
: “sbiaioes 
f Full Selective Sheltered Home ~-Bound Home Ambula- I ti L Shel 4 
) Employ- Employ- Work Shop Home-Care tory with for Chronic for the Colony 
" ment ment Home-Work Community Disease and Senile 
ee Day Center Custodial Peychotic 
Care with an 
- Institutional 
Work Program 
n 
c 
Fund of the United Mine Workers of America. For five years, this patient 
had a total paralysis of one of the upper extremities which came on after an 
al injury in the mines. The nerve had healed completely, but during the long 
t healing process, the arm had become alienated. Electrical stimulation demon- 
0 strated to him that the hand was functional. After three days of therapy, the 
— patient had a 90 per cent return of function and needed only continuing treat- 
e ment to restore the atrophied muscles to their normal strength in order to 
d return to his old job. 
The second group will require selective employment. The great majority 
a of those patients who are permanently disabled are not vocationally handi- 
Ss capped if selective placement procedures are used in which an analysis is 
al made of the physical capacities of the individual, which are then matched 
4 to the physical demands of the job. Just as there are powerful forces of 
.- physiological compensation in the case of disease or injury, it is possible, 
- through retraining, for the remaining physical capacities of the disabled indi- 
e vidual to be utilized vocationally. 
is The third group will require sheltered employment. They are persons 
whose physical disabilities are so great that they cannot work in normal 
industry even with selective placement. Such workshops now exist in most of 
t, the larger communities and provide employment for those who cannot meet 
h the competition of general industry. 
n T 
i] HE next group is the home-bound program, which is tied up inextricably 
1e with the home-care program. As demonstrated by Jensen in Rochester, 
i- similar programs in Syracuse, and the outstanding program developed by 
W Bluestone and his associates at Montefiore Hospital in New York City and 
of the New York City Department of Hospitals, the provision of home 











148 GERIATRICS 


medical care programs, supplemented by adequate social service and visiting 
housekeeping services, can reduce the financial and professional strain upon 
our hospitals and give the patient a more satisfying life within the family 
environment. But one step further is necessary and that is, where possible, 
that a home-work program is provided. 

The next group is the home-ambulatory group, especially the older-age 
group, who are living in the community on their own limited financial 
resources or upon old-age assistance. The previously related experience of 

.the Hodson Center points out the need for a community day center geared 
to the social and recreational needs of this group. 

Our next group is that requiring imstitutional or custodial care with an 
in-institutional work program. This group consists of those who cannot or 
prefer not to live alone or in family groups, who cannot work at all, or who 
can work if they do not have to walk or travel. Many patients, for instance, 
who are wheel-chair bound can be retrained to the point where they can 
do a full eight hours work a day in a selective job. In such a program con- 
sideration should be given to the need for in-institutional work, placement 
of individuals on a full-time basis or on a part-time basis according to their 
ability, giving them board and lodging, and paying them a stipend accord- 
ing to the work which they do. 


om of our most neglected groups in the chronic degenerative disease 
category of patients has been the senile psychotics. They have usually been 
placed in the almshouse or county institution with individuals of all ages 
and of normal mentality, or have been sent to state institutions for the insane 
where often, because of the crowded conditions, they have been placed with 
severely disturbed psychotics. 

How a community can meet the needs of this particular group has been 
demonstrated in Vancouver, B. C., where a number of small, standardized, 
economically-built 100-bed units for their care have been placed in centers 
of population. The doctors in each community have assumed the medical 
responsibility, and mature, motherly-type practical nurses have been selected 
for patient care. Such units, strategically placed, allow the patient to main- 
tain contact with his former environment and have visits with his old friends 
and family. Through such plans, optimum results may be obtained at min- 
imum cost. 

Our last group is the group which requires a sheltered colony. In con- 
trast to those who require custodial care in institutions, there are a number 
of persons whose physical disabilities are such that they cannot compete in 
normal society, either economically or socially, but whose physical capacities 
are such that they are capable of many of the essentials of self-care and are 
capable of productive work. They cannot meet the problems of life and in 
their efforts to do so, they undergo constant and continuous and severe emo- 
tional trauma. They are the persons whose physical capacities are severely 
limited but whose intellectual capacities are unimpaired. Their physical dis- 


abilities are static rather than progressive. Some cases of severe rheumatoid 
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arthritis and of a certain type of severe cerebral palsy fall into this category. 
They do not require the constant nursing care and other services generally 
found in most institutions for the chronically disabled. If they could live in 
a sheltered environment and were selectively placed vocationally on a job 
that could be done within that environment, it would be economical from the 
standpoint of dollars and cents and would permit the patient to have some 
of the satisfactions which come from work and self-care and yet still pro- 
tect him from the rejections of society. 


I. the needs of the future are to be met, however, we must start in under- 
graduate medical education. The average young doctor coming out of med- 
ical school and interneship today has been so indoctrinated with the drama 
of acute medicine and surgery that he considers chronic and aged patients 
as “crocks.”” Dr. John Romano’s definition of such patients is: ‘A ‘crock’ 
is a patient from whom the diagnostic sheen has been worn.” The services 
that these patients require seem tedious, uninteresting and boring to the 
average young physician. 

In our medical teaching, we must teach not only the tangibles but the 
intangibles. In the first lecture to the freshman class at New York University 
College of Medicine this year, [ made this statement, which I sincerely 
believe: “If you can come out of your four years in this Department with 
but one thing, I shall feel your time has been well spent. That one thing is 
this. If you-can get the same deep inner satisfaction from teaching an old, 
battered hemiplegic who has been relegated to a life in bed and wheelchair 
to walk again and to take care of his daily needs, that you now get out of 
making the diagnosis aleukemic leukemia, or some other cbscure condition, 
then your time will have been well spent; for from 50 to 75 per cent of your 
patients will be individuals suffering from chronic disease, disability or 
related problems. If you cannot get this inner satisfaction from providing 
them with a life of dignity, and at least some degree of self-sufficiency, much 
of your time in practice, instead of being stimulating and thrilling to you, 
will be hours of unending boredom, and you cannot practice good medicine.” 


: a the problems of chronic disease are already America’s number one 
medical problem. We know that in 1940 the 26.5 per cent of the nation’s 
population over 45 required over half the nation’s medical services. By 1980, 
it is expected that the number of persons:over 55 will constitute nearly half 
of the population. It is a conservative estimate that they will need 80 per 
cent of our medical services. Unless the young physician learns by example 
to get this inner satisfaction by working with such patients, a great deal of 
his professional life will be spent in boredom. His chronic patients will be 
treated by potassium iodide and sedative, but will be minus the elixir of 
hope and opportunity that come with an adequate program to meet the total 
needs of the disabled, chronically ill individual. 

It is later than we think. Medicine has created the problem—medicine 
must provide the leadership for its solution. 












Psychological Investigation 
of Senile Dementia‘ 


Herbert Dorken, m.sc., and V. Adalbert Kral, m.v.* 


INCE the publication of Rorschach’s Psychodiagnostik in 1921 and its 
subsequent translation into English in 1942' no further study of 
senile dementia appears to have been attempted via this projective 

technique.+ In view of the extent of the bibliography which has accumulated 
on the Rorschach test this is a rather surprising finding. 

With a rising proportion of aged in our population (now over 9 per 
cent) there has been a consequent increasing rate of admission of senile 
patients to mental hospitals.* This is a source of current concern to all per- 
sonnel involved in their treatment and management and is one of the reasons 
which prompted W. Klopfer* and and Fried’ to conduct their 
Rorschach investigations of normal persons of old age. Their purpose was 


Prados 


to determine the decrements resultant from the normal aging process—not 
only to trace the decline of personality structure, but mainly to provide an 
appropriate reference with which to compare and distinguish cases of 
senile dementia. 

However, as previously mentioned, no studies of senile dementia, with 
the exception of Rorschach’s original contribution (giving but incomplete 
data based on a small group) could be traced by the present authors. It 
should be noted though, that some authors in studying the “organic psy- 
choses’’ have included several cases of senile psychosis and psychosis with 
cerebral arteriosclerosis, in their attempt to determine “generalized” organic 
signs. We believe that many of the organic psychoses show specific differ- 
ences in the Rorschach test, even when judged according to the localization 
of the brain lesion,® and therefore different organic psychoses should be 
studied separately. This paper will attempt to report some of the Rorschach 
features of senile psychosis. 


MATERIAL - 


4% HE case material includes 35 committed patients with the following 
diagnoses : 


achromatic, while two are black and red, and three 
are multicolored. As the ink blots are made by the 
compression of blots of ink through the folding of a 


*Verdun Protestant Hospital, Montreal, Quebec. 
*Projection, as it occurs in the projective tech- 
niques, is defined by Rapaport as “any organizing of 








the external world according to a principle of organi- 
zation of the subject’s ‘private world’.”’ In this realm 
falls the structuring of meaningless ink blots. 

The ink blots comprising the Rorschach test are 
photographic reproductions of a standard (fixed) 
series of ten, originally chosen and so arranged from 
among many by Rorschach, as most suited to the 
elicitation of “projections.’’ Five of the ink blots are 


sheet of paper, each ink blot produced is symmetrical. 
No restriction is placed on the subject regarding the 
number of responses he may give, the speed at which 
they are given or whether the response utilizes a 
whole or part of the blot or involves movement, 
shading, color or form. He is merely asked to “tell 
me what this looks like to you, or what it makes you 
think of or reminds you of.” 
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Fig. 1. Photographic reproduction 
of an ink blot comparable to thos« 
used in the Rorschach test. 





senile psychosis, simple deterioration : Pa eee ee 12 Cases 
senile psychosis, paranoid 7 cases 
senile psychosis, confused 5 cases 
senile psychosis, depressed : . 4 Cases 
senile psychosis, hallucinated I Case 
senile psychosis, presbyophrenic I case 
senile psychosis, agitated I case 
psychosis with cerebral arteriosclerosis 4 cases 


METHOD OF SELECTION AND EVALUATION 


: INSURE that a minimum of factors other than the senile psychosis 
would be operative, a fairly rigid standard was maintained in the selection 
of cases. The following criteria were employed: the patient must (1) be 
over 65 years of age, (2) be committed and have an agreed diagnosis of 
senile psychosis or psychosis with cerebral arteriosclerosis, (3) give no 
previous history of mental illness or mental deficiency, (4) have no sig- 
nificant localized brain lesion revealed on careful neurological examination, 
and (5) be able to respond correctly to at least one item on the Wechsler- 
Bellevue Adult Intelligence Test. While the fifth criterion excludes patients 
who belligerently refuse to cooperate or who are so demented that little or 
no coherent response is obtainable, it insures that an objective measurement 
of intelligence will be available in order to rank the cases according to their 
extent of intellectual preservation and against which the Rorschach findings 
may be compared. 
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Of the 35 patients comprising our case material, 8 were at the time of 
their admission to hospital considered as suffering from psychosis with 
cerebral arteriosclerosis. However, those who have had experience with the 
psychoses of old age are aware of the difficulties of establishing, in a given 
case, a sharp differential diagnosis between senile psychosis and psychosis 
with cerebral arteriosclerosis. These diagnostic difficulties are mainly due 
to the fact that the underlying anatomical processes—the arteriosclerotic 
changes on the one hand and the senile brain atrophy on the other, are very 
often found together, either at the onset or, more often, in the later course 
of the disease. In fact, after close observation for a period of time, only 4 
of these 8 cases can now be considered as presenting a predominantly 
arteriosclerotic psychosis. Bleuler’ states that in practice one very rarely 
finds pure forms. 


eg HIs diagnostic differentiation was, for two reasons, particularly difficult 
in the material reported here. As mentioned above, in Rorschach studies of 
gross organic brain lesions of various localization it was found that the 
localization, in itself, has a remarkable effect on the responses to the 
Rorschach test.° Therefore, we decided to avoid this possibility and excluded 
from the present study all patients with cases of cerebral arteriosclerosis 
who had had, previous to their admission to, or during their stay in hospital, 
a history of a cerebral vascular accident. By ruling out cases with gross 
organic brain damage from our present material one of the most valuable 
criteria for differentiating between senile and arteriosclerotic psychoses 
was lost. 

Nevertheless, as could be expected and as will be pointed out later, several 
of our cases showed few but very slight neurological symptoms referable to 
a minor impairment of the central nervous system. However, it seems inter- 
esting enough that these neurological changes were found not only in patients 
who were diagnosed as cerebral arteriosclerotics, but more frequently in 
patients who were clinically considered as senile. 

As to the other somatic symptoms sometimes mentioned as diagnostic 
criteria, such as high blood pressure, low pulse rate, and arteriosclerotic 
changes of the retinal vessels, we can only confirm the statement generally 
found in the literature that these criteria are not reliable guides in differ- 
entiating between the two conditions. High blood pressure (more than 
160/90) was found in 10 cases, 6 of them senile, whereas 4 of our sclerotic 
patients (admission diagnosis) had a normal blood pressure. Sclerotic 
changes of the retinal vessels were present in 15 cases, 9 of them seniles. 
Neither was the age of the onset of psychosis a reliable differentiating sign. 
In our material cases were found in which the arteriosclerotic psychosis 
started beyond the age of 65 and on the other hand, cases of senile psychoses 
were present with the first reported personality changes at a lower age. 

Therefore, the psychiatric picture itself had to be used as a differential 
diagnostic criterion, namely, the more acute onset with anxious depression, 
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the relatively long lasting preservation of personality, the more fluctuating 
course of the illness and the more patchy nature of the impairment of 
memory and intellectual capacities in cerebral arteriosclerosis. However, as 
most of our patients were hospitalized for several years before the Rorschach 
was performed, there is some probability that at least part of the psychiatric 
symptoms of patients originally considered arteriosclerotic were now those 
of senile psychosis. 


A S MENTIONED above, cases with gross cerebral lesions were deliberately 
excluded from our material though neurological symptoms were not entirely 
missing in our group as a whole. Ten cases showed neurological symptoms 
but in 6 these symptoms were not referable to a localized lesion in the brain 
but to damage of the posterior columns of the spinal cord by malnutrition 
or perhaps the senium itself. In 4 cases cerebral symptoms were to be found, 
of which 2 showed signs of a slight sclerotic impairment of the basal ganglia 
(slight tremor, rigor and gait a petit pas). In the 2 remaining cases (one 
of them senile, the other arteriosclerotic) signs of a very slight hemiparesis 
were noted, although neither the patients themselves nor their relatives had 
noticed these changes and they were observed only through meticulous 
neurological examination. 

Thus, it is evident that our original differential diagnostic classification 
is based on predominant psychiatric symptoms and that there is a consider- 
able overlapping of symptomatology between the arteriosclerotic and senile 
psychoses. It is with this justification that we have considered our cases 
as a single group.”* 

It seems interesting to compare our results with those of Prados and 
Fried’ and Klopfer.* These authors describe some of the changes in the 
personality structure that can normally be expected with increasing age. 
Where the trends are towards an increasing intellectual and personality 
deficit, and this is the case in most instances, it is to be expected that in 
senile dementia these deficits will be significantly increased. 


iy Hus, the influence of two factors must be evaluated. First, and we 
assume this to be the most important by reason of the diagnosis, is the extent 
of deterioration. Through the use of an intelligence test? we have attempted 
to measure the extent of intellectual preservation and hence gain, indirectly, 
an estimate of the degree of dementia. To make an intra-group comparison 
we have ranked our cases according to their score on the Wechsler- 
Bellevue test. Then, following the definition of Tredgold’® a cut-off point 
has been established at between I.Q. 49 and 50*. At least intellectually, our 
“low group” includes all cases to the upper range of imbecility, while our 
“high group” includes all cases to the lower range of moronity. However, 
there is no case below the range of imbecility (1.Q. less than 25) and only 
one case with better than mental defective capacity (1.Q. greater than 74). 


*Actually E.Q., see discussion below. 
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The symbols used are those as laid down in the Rorschach Research Exchange and as used by 
Klopfer and Kelley (14), They are explained in the text. 
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Secondly, all cases have been ranked according to age, the group divided in 
two, actually at age 77, and an assessment made to determine what factors 
bear the influence of aging, still determinable, regardless of the extent 
of deterioration. 

As nearly all our cases were functioning, intellectually, on mentally 
defective levels, the results found with typical mental defectives as reported 
by Beck’*’* have been included for comparison. Also included are the find- 
ings of Piotrowski’* in cases with intracranial damage and the original, 
though brief, outlines of Rorschach’ for senile dementia. Presented in table | 
are the findings in normal age, mental deficiency and intracranial damage, 
as compared with the data for senile dementia. 


RESULTS AND DISCUSSION 


| 35 cases met our selection criteria, in 5 we were unable 
to obtain any response scoreable in terms of Rorschach terminology. This 
is all the more outstanding in view of the fact that they were capable of some 
accurate response on the Wechsler-Bellevue test. Interestingly, all 5 cases 
fall into our “low group” classification which comprises 19 cases. Therefore, 
the fact that slightly more than one-fourth of this group gave no Rorschach 
response indicates that the processes of selective association based on per- 
ception are more readily disrupted than the capacity for recall of more or 
less factual knowledge as shown by the differential level of response to the 
two tests. This resembles the known findings (first systematically employed 
by Babcock’’) that in organic psychoses attainments on the performance 
scale are notably poorer than on the verbal scale of the Wechsler-Bellevue 
and similar tests."° A point stressed by Hebb and Penfield’ and also noted 
in our material. 

It would seem that those senile patients who are cooperative but unable 
to give responses to the Rorschach are likely to be functioning, at best with 
the intellectual capacity of an imbecile. This failure through all 10 of the 
Rorschach plates would appear to occur in approximately 4% to 1/3 of such 
cases (our “low group”) and they are thereby not likely to present any 
problem in individual differentiation via this technique. As we could not 
expect the remaining cases in our “low group” to be so readily differentiated, 
it was decided to exclude those cases giving no response (R = O) from the 
statistical appraisal. Thus, the averages presented in table I are based on a 
total of 30 cases, 16 in the “high group” and 14 in the “low group.” In view 
of the fact that the severely demented were excluded by our original selec- 
tion and that the unresponsive cases were omitted from the statistical 
appraisal, it is probable that the values presented for our “low group”’ repre- 
sent an optimum for such cases. Yet, nonetheless, considerable intergroup 
difference can be shown. 

The ages of the patients in both our groups are nearly identical with an 
average of 76.1 and 76.4 and a range of 66-86 and 67-86 for the “high” and 


“low” groups respectively. That the ages are so strikingly similar would 
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tend to indicate, since the cases were ranked according to intelligence, that 
the process of senile deterioration, though rarely occurring until the age of 
the climacteric, bears no necessary close relationship with age. The negligible 
coefficient of correlation of +.101 between age and measured intelligence is 
further substantiation that this relationship is of no consequence.* 

Thus our findings lend support to the view of Stern and Reed,'* founded 
on clinical and anatomical grounds, that at least part of the mental disorders 
of the aged is due not only to the normal process of aging but to a super- 
imposed unknown factor. Further, detailed analysis of the Rorschach rec- 
ords in our material reveals but few trends related to age only, although the 
mean age of our group is comparable to that in the groups published by 
Klopfer and Prados and Fried. (group C). 

The average number of responses per patient in our series is definitely 
below the lower limits of the normal range of 20-40 suggested by B. 
Klopfer and Kelley."*””"* In fact 22 cases or 73 per cent of our total 
group gave less than 20 responses thus denoting a limitation of output. 
While the cases of Prados and Fried show a low but normal response total, 
the group of W. Klopfer does not. As more than one-half of this latter group 
is composed of residents of an old people’s home, it is suggested that their 
limited responsiveness reflects their diminished activity level. 


Src Beck excluded all cases from his mentally defective group who did 
not give at least 10 responses, it is not surprising to find that his group 
showed a higher mean R than our patients even though their intelligence 
was comparable. However, Piotrowski’s cases of intracranial damage are 
quite similar in this respect thus corroborating the clinical finding of organic 
deficit as observed in cases with senile dementia. 

More important than the limited responsiveness of our senile group is 
the pathological nature of many of their responses as judged by the gross 
inaccuracy of form perception (F—). While these formal discrepancies are 
no more severe in our “high group” (approximately 1 in 4 are F—) than 
those reported by Prados and Fried for normal persons of old age, they 
become more pronounced relative to the extent of deterioration so that in 
our “low group” almost one-half of the responses are inaccurate. Actually, 
many are entirely concept determined, that is, they do not even bear any 
relation to the ink blots, good evidence of psychotic thought disorganization, 
lack of mental control and poor reality contact. When the average form 
level'® of each of our patients was computed, it was interesting to note that 
minus values occurred only within and, of course, below the lowest range 
of moronity. It would seem that deterioration must progress to this level 
before the individual is no longer capable of appropriate response to any 
appreciable extent. 


*Note that the I.Q. is independent of age as it is or efficiency as indicated by the “full weighted score’ 
ideally a_ statistical constant for each individual of the Wechsler-Bellevue test. 
throughout his life. Therefore, I.Q. and age should In normal senescent decline these later two factors 
show no correlation. The correlation presented here have been shown by Wechsler to have a high correla- 
is that between age and actual intellectual capacity tion. 
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hor only is the responsiveness of the senile patient limited and 
of poor quality but in most cases there is also a noticeable lack of a 
variety in the response determinants. The absence of movement and _ par- 
ticularly of shading and color in the determination of response is far more 
extensive than one finds in the normal personality structure (see tables II 
and III). This indicates that with deterioration there is not only an intel- 











TABLE Ii 
INFREQUENCY IN USE OF RESPONSE DETERMINANTS 

(N = 30) 
47% of the cases gave no M 63% of the cases gave no Fe 
20% of the cases gave no FM 93% of the cases gave no c 
90% of the cases gave no m 77% of the cases gave no C’ 
93% of the cases gave no k 57% ot the cases gave no FC 
90% of the cases gave no K 70% of the cases gave no CF 
100% of the cases gave no FK 80% of the cases gave no C 

o% of the cases gave no F 

TABLE III 
Percentage of cases giving no movement responses oe} 
Percentage of cases giving no shading responses ; foe 50 
Percentage of cases giving no color responses ; : ie ee 





lectual deficit but that the emotional components, the finer nuances that lend 
individuality to the personality, tend to become lost or obliterated. 

While a percentage of pure form responses (I'%) in excess of 50 is 
generally considered as evidence of “constriction” or rigid thought control, 
such a term does not seem applicable when there is indication of dementia. 
We would therefore consider the high average F% found in our group, 
more appropriately, as representative of the degree of apathy, rather than a 
restriction to stilted objectivity, since we have seen that the patients do not 
generally possess the intellectual powers necessary for rigid control of the 
thought processes. This is similar to the conclusions reached by Harrower- 
Erickson in her Rorschach study of a group of brain tumor cases. 

Prados and Fried and Klopfer report that it is usual to find in elderly 


20 


normals, an organization of the inner mental life resembling that seen in 
early adolescence. They suggest that this represents a regression, for the 
more immature, that is, instinctual aspects of the mind predominate over 
constructive creature ideation. In Rorschach terminology, the number of 
animal movement responses (I'M) is greater than the number of human 
movement responses (M) in nearly all cases. While we note the same rela- 
tionship in our material we find a decrease in the absolute number of both 
factors. Deterioration would thus seem a better description of this trend, 
particularly in view of the “psychotic” nature (M— and FM—.) of many of 
the movement responses given by our patients. The cases of intracranial 
damage and mental deficiency reported by Piotrowski and Beck respectively, 


‘show even fewer movement responses particularly those denoting the more 
primitive inclinations (FM). This is perhaps an explanation for the super- 
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ficiality, or limitation of real drive behind many of the reactions of 
these patients. 


The use of shading (both diffusion—k, K, FK, and surface—Fe, ¢) in 
the responses of our patients is strikingly meager. These factors are gen- 
erally thought to represent a sensitivity, either of awareness or anxiety, 
depending on the type, and their absence in our cases is consistent with the 
severely reduced refinement in mental control and the lack of free floating 
anxiety to be found in old people. Stern*’ has reported on the decline of 
anxiety with old age and states that when this symptom is present, it is 
generally of an objective, rather than free floating, nature. It is noteworthy 
that our arteriosclerotic cases show the same trend. 


| mental defectives'''®** and cases of organic brain damage,”" 
(with certain exceptions’) generally give a fairly high number of color 
responses, particularly of the more spontaneous or explosive type (CF and 
C), we cannot attribute the poverty of this type of Rorschach response 
among seniles to their meager intellectual capacities. The possibility of 
some diencephalic involvement® by the underlying senile brain atrophy or 
arteriosclerotic brain damage should be considered, but in any case this 
limitation of color response reflects the reduction of responsiveness to emo- 
tional stimuli from the environment commonly observed as a characteristic 
of senility. Our results thus follow the trend suggested by Prados and Fried 
and Klopfer who report a diminishing of color response with age even among 
normals, but disagree with the original findings of Rorschach for senile 
dementia. Some reversal of trend was noted, however, for a complete 
absence of color response was somewhat more common in our “high group” 
while the less controlled color response was more typical of our “low group.” 
We had expected to find color naming, an indication of emotional confusion 
and a sign common in some forms of deterioration such as schizophrenia” 
and epilepsy,”* fairly prevalent among our cases. This was not so, for this 
response occurred only 4 times in our series. 

The actual location of the subject's responses in the ink blots or his man- 
ner of approach shows some interesting shifts. In the normal individual, 
Klopfer and Kelley'*” ** state that the pattern of location tends to follow 
that expected on the basis of the Gestalt qualities of the blots. The number 
of responses using the whole of the blot (W) is said to be roughly 20 to 30 
per cent of the total number of responses in a given case. Prados and Fried, 
however, report a very high W per cent in their series of elderly normals 
and note that it is the result of a vagueness and certain inability to cope with 
the test. They do point out though that with increasing age (beyond 60) this 
pattern of location comes to be more in line with the reported Gestalt “norm.” 
Though there is considerable individual variation in our series, these cases 
of senile psychosis would appear to give on the average, a nearly normal 
distribution of responses insofar as their location is concerned. This might 
result from the fact that they no longer show a predilection for a particular 
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type of response based on personal idiosyncrasies, as such personality char- 
acteristics tend to become lost through deterioration thereby leaving the 
patients free to respond on the basis of the blots’ Gestalt qualities. Compar- 
ing our findings with those of Beck and Piotrowski, we note that our cases 
are, on the average, more similar to the mental defective in manner of 
approach than to those suffering from organic brain damage. 


WV HILE Rorschach claimed an exceedingly high degree of stereotypy 
(limited range of thought content as indicated by a predominance of animal 
responses, A% ) for senile dementia and Beck showed that it was fairly com- 
mon in mental deficiency, our results are quite within the normal range. A 
survey of our individual case records reveals that in senile deterioration 
there is not so much a reduction in the variety of response contents as there 
is a reduction of the capacity to respond appropriately in general. Indeed, 
it would not seem logically consistent for individuals showing pronounced 
thought disorganization and variable mental control to exhibit a restriction 
of thought to a particular, but innocuous, ideational content. Further, though 
a high A% occurs in only 10 cases, the majority of these belong to our “high 
group,” that is, to those patients somewhat more capable of intellectual 
control. 

Additional argument can be lent to this explanation if the original and 
popular responses (O and P) are given consideration. Though not found 
to such extent as claimed by Rorschach, there is none the less a decided 
increase in the number of original responses relative to the severity of the 
dementia. Even more important for the present consideration, is the fact that 
in our “low group” nearly all the original responses were of a bizarre and 
confused nature (O —). That this type of response is as common as 1 in 3 
(total group), to say nothing of the many other psychopathological devia- 
tions, is clear evidence that the limited responsiveness of the senile patient 
is not due to restriction of thought to a particular content, but rather, belies 
possession of any adequate control. Also, the popular response, said to indi- 
cate thought trends in common with the normal individual, is infrequently 
given. This lends further indication of the poor reality contact of the senile 
patient. 

The exceedingly long time required per response is certainly not due to 
thought retardation in the sense as commonly observed in endogenous 
depression, but is due to the inability of the deteriorated patient to maintain 
an adequate degree of attention or to govern his thoughts with a modicum 
of direction. This was all the more apparent in some of the cases who gave 
low reaction times, for these temporal values were then inconsistent. As 
might be expected, the time required per response shows a striking increase 
with the severity of the dementia. Actually not one of the cases we examined 
had an average response time of 60 seconds or less, the normal limit, and but 
two cases averaged less than 90 seconds. 

In view of the many statements above referring to the psychopathological 
nature of the Rorschach response found in senile psychosis, it will not be sur- 
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prising to point out that complete failures to a particular Rorschach card 
are common, and more so among the more severely demented. Here again, 
we have evidence of the deterioration of mental capacity. 


ae signs generally considered indicative of organic brain damage 
are frequent among our records. Piotrowski*’ has stated that the presence of 
5 or more of his “organic signs” lends strong suspicion of intracranial dam- 
age. While slightly more than half our cases reach this differential level, it 
is interesting to note that nearly all cases in our “low group” show a positive 
organic reaction in Piotrowski’s sense. Other well established signs of 
organic impairment such as perseveration (Rpt), confabulation (DW) and 
oligophrenic detail (Do) are very common in our records. 

In summary, we may state that on the Rorschach test, the senile patient 
typically takes longer to give fewer responses of poorer quality and with more 
psychopathological deviations than any conceivably normal record. The 
more demented the patient, the more likely are these deviant features apt to 
be evident. 

To determine what factors are influenced by age more or less inde- 
pendently of the extent of deterioration present, the younger was compared 
with the elder half of our cases. That there were few differences lends further 
support to our contention that the process of senile deterioration predomi- 
nates over the normal gradual decline of capacity with age and that aging 
and deterioration have no necessary relationship. 

However, some indication of a more severe confusion and thought dis- 
organization was noted among the older patients. Their responses more often 
showed perceptual inaccuracies (F —) and a somewhat poorer reality contact 


(O —) (see table IV). 





TABLE IV 
RESPONSE FACTORS SHOWING DIFFERENCE BY AGI 
Younger Older 
N ; : ; 15 15 
1 Sn ee a ners Te ee Tis cee 80.9 
E.Q. (modified 1.Q.) 54.0 50.8 
F-% : f 26.8 43.5 
Form Level Total +.48 +.15 
Form Level Average +31 +.03 
o% 19.5 31.3 





It will be noted that in table I, the intelligence quotients (1.Q.) which we 
quote as means for our “high,” “low” and total groups, are actually efficiency 
quotients (E.Q.). Before proceeding to defend our alteration of the usual 
scoring procedure, a few definitions seem in order. To quote Wechsler, * ™ *° 
“The essence of the I.Q. concept is that part of its definition which asserts 
that for a valid evaluation of an individual’s brightness, one must compare 
his mental ability to that of the average individual of his own age.”’ And 
again, ° » *°° “An individual’s efficiency quotient is his mental ability score 
(on the full Bellevue Adult Scale) when compared with the score of the 
average individual 20 to 24 years of age.”’ 
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a sis difference of definition for these two concepts would imply that 
mental ability is not constant. The “Curve of Mental Growth and Decline” 
establishes this as fact.*.” ** However, the concept of intelligence in terms 
of I.Q. has practical advantages. By comparing a particular individual’s per- 
formance to his own age group his capacity is interpreted with allowance 
made for a normal decline of ability with age such that his I.Q. will thereby 
remain constant (barring of course, the incurrence of brain injuries, etc.). 
The discrepancy between a constant I.Q. and increasing deficit of ability 
with age is not a serious clinical factor until the later age ranges, that is, 
until experience can no longer compensate for this increasing divergence. 
Take for example, the case of an elderly woman of 80 who attains but a 
score of 25 on the Wechsler-Bellevue test. Her efficiency quotient is thus 48 
(comparable to the range of imbecility), while her intelligence quotient is 79 
(borderline, almost dull normal). This difference becomes, at age ranges 
beyond 60, an unwarranted generosity that renders the I.Q. clinically invalid 
in terms of the individual’s actual mental ability.* 

For this reason we have adopted the E.Q. as more representative of the 
intellectual status of the senile patient. 

We would agree with Seidenfeld*® when he argues that the aged should 
be measured in terms of their ability to perform efficiently since the decline 
varies to such extent among individuals. He feels that instead of emphasizing 
I.Q., emphasis should be placed on the individual tendency to fall above, 
below, or within the marginal zone of acceptable performance. Thus, the 
mental measurement of the senescent becomes a problem of measurement 
against certain established criteria. 


CONCLUSIONS 


(1) Though rarely occurring until the age of the climacteric, the 
process of senile deterioration, as reflected in the test results, bears no 
necessary relationship to, or dependence upon, age. 

(2) The reduction of capacities and deterioration of the personality 
structure, as seen in the Rorschach, are related to the extent of dementia. 

(3) An E.O. of 50-55, corresponding to the lower range of moronity, 
would appear to be a critical level from the behavioral aspect of deteriora- 
tion in senile dementia. It is at this stage that complete inadequacy to 
maintain any appropriate response is first apparent in the Rorschach. 

(4) It would appear that the process of senile deterioration, as 
reflected in the Rorschach and Wechsler-Bellevue tests, is to an extent, 
selective in its destruction of the various intellectual and emotional 
factors. This fact is the basis of attempts to measure mental deterioration 
as it is indicated by the differential rate of decline among the intellectual 


. 5 9, ae. Vas 18,87 
functions.” ™ 
*Wechsler is well aware of such criticism (9, p. printing, p. 225) for the process of extrapolation in 
* 139) and it is perhaps one reason that has prompted calculating the I.Q. of individuals beyond 59 years 


him to now recommend lower multipliers (see 1948 of age. 
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(5) As the records of patients with senile dementia are so strik- 
ingly pathological, it is probable that the Rorschach test may be of some 
differential diagnostic aid in distinguishing such patients from those indi- 
viduals showing the normal senescent decline and further, from such 
psychotic conditions as late paranoid reactions and depressions. 

(6) Though we find no difference in the Rorschach responses and 
in the I.Q. according to the different psychiatric pictures as seen in our 
cases of senile psychosis, we must state that the number of our cases 
within the various sub groups is too small to yield reliable differences. 


SUMMARY 


Neuro-psychiatric and psychological investigations were conducted 
with 35 cases of senile psychosis (4 with cerebral arteriosclerosis). The 
psychological investigation was accomplished through the use of the 
Wechsler-Bellevue Adult Intelligence Scale and the Rorschach Technique. 

The results obtained were then compared with the findings on mental 
defectives, cases of organic brain damage and normal people of old age 
as reported in the literature with striking differences revealed, par- 
ticularly in comparison with the latter group. Discussion is undertaken 
in an attempt to illustrate that there is a certain independence of senile 
deterioration from the normal senescent decline. 

Thanks are extended to Dr. George E. Reed, medical superintendent, for his kind cooperation and 


permission to publish. The authors are also indebted to Miss M. Calvert, M.A., assistant psychologist, for 
her administration of many of the Rorschach records. 
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Variations in the Electrocardiogram 
Changes in Emotional State’ 


Ian Stevenson, M.vD.,+ Charles H. Duncan, M.D. 


and Herbert S. Ripley, M.v. 


HANGES in the electrocardiogram have been studied in various 
psychiatric conditions'® ** ** ** and in relation to specific emotional 
states such as anxiety of fear.” *'' The present study reports the 
electrocardiographic changes coincident with the stresses of ordinary life 
situations. These were investigated by recording electrocardiograms during 
discussions with patients of stressful incidents and conflicts in their lives. 
SUBJECTS AND METHODS 

The subjects of this study were a group of 35 patients attending clinics 
of the New York Hospital. The group consisted of 18 men and 17 women, 
approximately half of whom were over 45 years of age. The majority had 
complaints referable to the cardiovascular system, some of which had their 
origin in structural heart disease, others in purely functional disturbances. 
Six had bronchial asthma but no complaints referable to the cardiovascular 
system or evidence of disease thereof. Each patient had physical and labora- 
tory examinations and in nearly every case a detailed psychiatric history was 
also obtained. 

Observations were made in a quiet laboratory. The patient, with electro- 
cardiographic electrodes attached, lay on a comfortable bed while he was 
interviewed by a physician. The latter, familiar with the patient’s history, 
directed the conversation from time to time into topics to which the patient 
was known to be sensitive and which were relevant to his illness. At other 
times the patient was asked to relax or was diverted by pleasant conversa- 
tion. Every effort was made to minimize disturbing factors so that the emo- 
tional changes observed were usually related to the lives of the patients 
rather than to the circumstances of the test, although this objective was not 
always realized. The apprehension and anxiety sometimes present at the 
beginning of the interview, however, gradually yielded to relaxation as it 
went on. During the interview electrocardiograms were taken at frequent 
intervals, and later related to the interview situation. Notes were made of 
the patient’s behavior, movements, voice and remarks so that an assessment 
of his emotional state could be made from objective data as well as from 
his statements. He was from time to time asked specific questions about his 
feeling states. The interview usually lasted an hour but this varied consider- 
ably. Altogether over fifty such interviews were conducted, a number of 
patients being interviewed more than once. 


*From the Departments of Medicine and Psychiatry Now with the Department of Psychiatry, Louisi- 
of the Cornell University Medical College and the ana State University, School of Medicine, New Or- 
New York Hospital, New York, N. Y. leans, Louisiana. 
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In nine patients simultaneous pneumographs were recorded on a con- 
tinuous feed kymograph.’® In a number of subjects electrocardiograms were 
also recorded during maximum inspiration and expiration to determine the 
influence on the electrocardiogram of changes in the position of the heart 
resulting from diaphragmatic movement. 

In 19 patients the changes in the electrocardiogram following exercise 
were studied and compared with those occurring during the periods of emo- 
tional disturbance. In some of these comparisons the interview and exercise 
tests were done on different days. 


RESULTS 
A. Emotional Changes Observed 

The principal emotional state observed was anxiety, which was present 
at one time or another in most of the patients during the discussion of their 
problems. Resentment was seen commonly but somewhat less frequently. 
Depression was observed in a number of patients both at the beginning of the 
interview and accentuated during the discussion. Depression was rarely 
observed unmixed with elements of anxiety or resentment so that it was not 
possible to relate electrocardiographic changes to this mood. Other sources 
of psychic tension such as feelings of guilt and conflict over important 
decisions were observed at times. 

A common feature of the interviews was a desensitization of the patient 
as the interview progressed. Typically, patients were more susceptible to 
emotional changes in the early part of the interview but as the discussion 
progressed they often reacted less to the topics introduced even when these 
were of major significance. Similarly, when patients were interviewed on a 
second occasion they were usually more relaxed and less easily disturbed by 
the topics discussed (even when these were the same) than on the first day. 


B. Changes in Electrocardiogram 
I. Changes in Heart Rate 

Changes in heart rate of two or more beats per minute between the 
relaxed period and that of maximal anxiety or resentment were observed in 
all of the patients. The maximum change shown was 47 beats per minute 
observed in a girl with asthma whose heart rate varied from 81 when she 
was relaxed to 128 during a period of mixed resentment and humiliation. 
Half of the patients showed increases of 20 or more (table I). Three patients 
attained rates above 130 and eight patients rates above 120. 

In table I the average heart rates during relaxation and maximal emo- 
tional disturbances are given for the group as a whole and for certain sub- 
divisions of it. To the group of 35 patients on whom electrocardiographic 
tracings were taken another group of 13 patients has been added in order 
that a larger series may be considered. These latter patients were inter- 
viewed in a similar manner, the sole difference being that the heart rates 
were recorded by other means, usually by a ballistocardiograph. 
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TABLE I! 
ELECTROCARDIOGRAPHIC CHANGES IN 35 PATIENTS DURING EMOTIONAL DISTURBANCES 





Number of patients showing 
change during period of 








emotional disturbance, 
A. Increase in heart rate 
40 or more beats per minute pace <is.< ee ec ee 3 
30 or more beats per minute 8 
20-OF MGIC Heats MET ME ogo osc Fa MAE 17 
10 or more beats per minute meets oer ae re 26 
Less than 10 beats per minute.............. Beta he ee PY 9 
B. Changes in electrocardiographic complexes 
Diminution in amplitude of T wave of more than 0.5 mm... 18 
Change in direction of T wave.............. By eonaee Stare 8 
ST depressions less than 0.5 mm........... eth 2 
ST depressions 0.5 mm. or more 
P wave incteased’ Sh -BisMINGe so. a eee 10 
P wave decreased in amplitude. ... 02.6656 e esc e cna 2 
C. Changes in rhythm 
All arrhythmias ........ POI riae a paralysed eee etree 9 
Paroxysmal auricular fibrillation I 
Paroxysmal auricular tachycardia I 
Extrasystoles 8 
OE ee ee ee hohe Se ORT BOOS, re cnt Soe eneme 4 
Nodal ; skies Nesp 5.8 ee 2 
Ventricular . AAAS eee sets a8 Pa 6 





om RANGE of the heart rates in each group was considerable, although 
the distribution was usually normal. The data were analyzed statistically by 
the usual methods of determining reliability of differences; the ¢ factor of 
significance was calculated. There was a significant difference (at P = 0.05) 
between the mean heart rates of the whole group and of each subdivision 
during relaxation and emotional disturbance. The mean heart rate for the 
entire group during relaxation was 80, and 98 during maximal disturbance, 
the difference of the means being 18. No statistically significant difference 
was observed between the mean heart rates of men and women during relaxa- 
tion or emotional disturbance. 

The mean heart rate during relaxation of younger persons was some- 
what higher than the mean heart rate of older persons, but the difference 
was not statistically significant. There was a greater difference between the 
mean heart rates of the older and younger persons during emotional dis- 
turbance, and the difference was significant at P = 0.05. This difference may 
have been partly due to the fact that in general, the older people were found 
to be less emotionally disturbed during the interviews than were the younger 
people. 

This difference may also have resulted partly from a lowered respon- 
sivity of the heart in some older persons. This is suggested by a comparison 
of two small groups of patients having arteriosclerotic heart disease and 
neurocirculatory asthenia, respectively (table I]). The patients in the two 
groups were judged to have shown comparable emotional disturbances. Dur- 
ing both maximal relaxation and emotional disturbance, the mean heart rate 
-of the group with arteriosclerotic heart disease was considerably lower than 
that of the group with neurocirculatory asthenia. The difference between the 
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means of these groups both during relaxation and anxiety was statistically 
significant at P = 0.05. It was a common observation that the patients with 
arteriosclerotic heart disease even when markedly disturbed, agitated or 
weeping showed relatively little rise in heart rate. 

A comparison was also made between the above group with neurocircu- 
latory asthenia and a small group of patients with asthma but with no com- 
plaints or evidence of cardiovascular disease. The ages of the two groups 
were comparable. The average heart rates of the two groups when relaxed 
and disturbed were similar (table IT). 


TABLE II 
INCREASES IN HEART RATE WITH CHANGES IN EMOTIONAL STATE 





————____——— Heart Rate ———-—-—_———_—_ 
-Age——- ————Relaxed——— ———Anxious——— 





No. in - 

Group Group Men Women Mean Range Mean Range S.D. “an Range S.D. 
All patients ...... 48 23):.°...20).. 8864 AO-9S..B0:.... $8213... 12.2 98... .68-140.. .18.6 
Men 22 22 08 6 age) PGE. 98s. 55-010 12.0 95...68-120 15.6 
Women <0 SO. 64 ie eR. os 0S SSSR OO. «) ORES. «32g... 2.200... OS-Tao . . 25.0 
45 or under....... 238d QR 2 EARS SRR SOCEM, . (67-113. . 1228 .104...75-140...17.8 
6 ae Le cbse eB Ge OP Paar. gies: SH LOO 13.0. g1.. .68-134...19.4 
Arteriosclerotic 
Peart Gisease .......70.... 55. 5 Bo. AO eae ass SS OO) a. Bibs. BS 972-112 ..12.4 
ok, OM VU See 5 MA a BS cate, la ig Se SR Oe.  Ge-8OO... OO... .dEE. . . COnas 11.6 
Asthma : 6 5 Aisi cx GOn- <p 20-87 BB. 71-98 3.0... 009 « Sa-034... 166 





N.C.A.—Neurocirculatory asthenia 
$.D.—Standard deviation 
For discussion of significant differences see text. 


Comment: Malmo and Shagass'* found that persons complaining of 
paipitations or other cardiovascular symptoms showed a greater acceleration 
of heart rate during a thermal stress than a group of patients without such 
complaints. The occurrence of extreme tachycardia in patients with asthma 
and without cardiovascular complaints may be related to the symbolization 
of the stress. In certain instances this factor may be more important in 
determining the response to stress than the existence of previous symptomatic 
pathways. 

II. Changes in Electrocardiographic Complexes 

Changes in the electrocardiographic pattern were found most commonly 
in the T waves, and somewhat less frequently in the P waves and ST seg- 
ments. Slight changes in the electrical axis of the heart were occasionally 
seen, and in one case there was a considerable change in the electrical axis 
related to shift in the position of the diaphragm. No abnormalities of the 
duration of the complexes or the intervals between them were observed. 

Changes in the P Wave 

In ten patients an increase in the amplitude of the P wave was observed. 
This occurred, with one exception, during concomitant diminution of the 
T wave in the same lead. In two patients P decreased during anxiety, once 
associated with diminution of T in the same lead and once not associated 
with a T wave change. Changes in the amplitude of the P wave are illus- 
trated by the following case. 
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Case 1. A man of 20 with no symptoms or evidence of cardiovascular 
disease attended the psychosomatic clinic for the treatment of asthma. His 
parents had separated and he stayed with his mother although disliking her 
and resentful of his dependence on her. Representative examples of Lead 
I] recorded during an interview are shown in figure 1. During the ventila- 
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7 SEE] Fig. 1. P wave changes during anxiety and 
ee 0 Ce CNS CNS ONY Se SRE Sl resentment. Lead II. (Case 1) Tracing A was 

a 4  SaaeeseSree Cameras taken during tension at the beginning of an 
: interview. B was taken during moderate re- 
laxation, C at the height of anxiety and resent- 
ment as the patient expressed his dislike of his 
mother. P2 is considerably higher and T? 
somewhat lower in C than in D when the 
patient was fully relaxed. In E exercise is 
shown to have increased the height of the P 
wave but not as much as it was increased dur- 
ing anxiety with a comparable rate, as in A. 





A- TENSE AT BEGINNING OF 


INTERVIEW. RATE 112 
B- SUGGESTION TO RELAX. 
RATE 98 


C- "| AM REVOLTED BY MY 
MOTHER'S PRESENCE.” RATE 125 
O- RELAXED AT END OF INTERVIEW. 
RATE 85 
E- AFTER EXERCISE. RATE 10 


tion of resentment towards his mother and obvious anxiety about the 
expression of such feelings his heart rate rose from 98 to 125 and P, 
increased in amplitude to 2.0 mm. During subsequent reassurance and 
relaxation the rate was 85 and P, almost isoelectric. Immediately following 
exercise there was an increase in the P wave, but this increase was less than 
that associated with anxiety at the beginning of the interview when the 
heart rate was comparable. 


Changes in the ST Segment 


Depression of the ST segment below the isoelectric line (with P-Q used 
as a reference) occurred in 6 patients. In 4 of these the depression was of 
0.5 mm. or more. The following are illustrative cases. 

Case 2. A housewife, 37, was followed at the New York Hospital over 
some years because of recurrent paroxysmal auricular fibrillation. The 
arrhythmias had first occurred during hyperthyroidism ten years previously 
and persisted after two thyroidectomies with restoration of basal metabolism 
to normal. Examination of the heart was not unusual apart from slight 
enlargement. The electrocardiogram repeatedly showed a prolongation of 
the P-R interval to 0.20 seconds or more. On the occasion of the patient’s 
interview in the laboratory she showed considerable anxiety at the begin- 
ning and her heart rate was 113. As she described her symptoms and 
then her fear that menorrhagia (which she had had for one year) indi- 
cated cancer, she became agitated and wept. The heart rate rose to 140 
and ST, became depressed 1.0 mm. There was also diminution in ampli- 
tude of T,. Her anxiety about death persisted, the heart rate slowed to 128, 
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Fig. 2. Depression of ST segment during 
anxiety. Lead II (Case 2) During the period 
of anxiety the heart rate reached 140 and ST? 
was depressed 1.0 mm. Less than a minute later 
the rhythm changed to auricular fibrillation 
seen in D. 


Fig. 3. Depression of ST segment during sup- 
pressed anger. (Case 3) During suppressed 
anger the heart rate rose to 107 and there was 
diminution in amplitude of T2 and depression 
of ST: 0.7 mm. below the isoelectric (P-Q) line. 


and rhythm changed to auricular fibrillation with ventricular rate of 158. 

Case 3. A man of 55 had had bronchial asthma of increasing severity 
for four years. There was no evidence of structural heart disease. The 
patient felt that his asthma was unrelated to any emotional problems and 
that he had been “railroaded” by his wife and minister into attending the 
psychosomatic clinic. His resentment toward the clinic doctors and his 
resistance to psychiatric investigation were ill-concealed behind a jovial 
familiarity. While discussing the attitude of his wife the subject became 
obviously angry and his heart rate rose from 71 to 108 and the previously 
isoelectric ST, became depressed 0.8 mm. (figure 3). 


Changes in the T Wave 


A change of 0.5 mm. or more in the T waves of one or more of the 
limb leads was observed in 18 of the 25 patients during the periods of emo- 
tional disturbance. Some of the remainder showed lesser changes. The 
changes were usually in the direction of a diminution in amplitude of the 
T wave. Eight of the 18 patients showed a change in the direction of the 
T wave (i.e., a change from a positive T to an isoelectric or negative T, or 
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from a negative T to an isoelectric or positive T). The latter changes have 
been considered indicative of coronary insufficiency when occurring after a 
standard exercise.'*"* 

Case 4. A 32-year-old housewife complained of palpitations, dyspnea 
and precordial pain. There was no evidence of structural heart disease. 
During a discussion of her mother’s inadequacy and her own unhappy and 
fear ridden childhood, she displayed considerable anxiety related to her 
fear of rejection. At this time her heart rate was 99 and the usually upright 
T,, became inverted (figure 4). Later in the interview, while discussing her 
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E- DEEP INSPIRATION 
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husband’s infidelity, she expressed deep resentment at being “cheated” and 
described herself as “mad.” T again became inverted, having a slightly 
different configuration from that during the earlier period when anxiety 
was more prominent. Deep inspiration and expiration did not reproduce 
the changes in Lead III. 

Case 5. A 48-year-old man was referred to the New York Hospital 
for evaluation of complaints of dizziness and insomnia. Examination showed 
moderate enlargement of the heart and a loud systolic murmur. Blood pres- 
sure was 128/85. He gave no history of precordial pain, impaired exercise 
tolerance or other symptoms of myocardial infarction. However, the elec- 
trocardiogram when he was relaxed showed regular sinus rhythm, left 
axis deviation, Q, and Q, deep, T, and T, inverted and T, isoelectric. ST, 
and ST, were depressed (figure 5). During the interview most of the dis- 
cussion was taken up with his marriage to a woman who had dominated 
him mercilessly, and he abreacted his earlier feelings of humiliation and 
resentment. During the period of maximal emotional disturbance T, was 
upright, T, somewhat less inverted, T, inverted and T, of considerably 
increased amplitude. ST, was slightly depressed and ST, still further 
depressed (compared to the relaxed period later). Immediately after a 
double standard exercise the changes in the electrocardiogram were in a 
similar direction but of less magnitude than those observed during 
the interview. 


Comment: In certain features, e.g., inverted T,, the electrocardiogram 
of this patient was more “abnormal” during relaxation than during the emo- 
tional disturbance. In the great majority of the cases the reverse was true, 
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the tracings during relaxation being less “abnormal” than during anxiety 
and resentment. 
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Fig. 5. Electrocardiographic changes during anxiety. (Case 5) A was taken during moderate tension 
before an interview, B during discussion of the patient’s marriage with mixed humiliation and resent- 
ment, and C after relaxation. If B and C are compared B is in some respects a less “abnormal” tracing 
than C, although there is some depression of ST2 and ST* is depressed 1.5 mm. in B. 


Case 6. A housewife, 35, came to the New York Hospital for the 
treatment of asthma which she had had since the age of 18. She had no 
symptoms or signs of cardiovascular disease. Examples of the electro- 
cardiogram (Lead II) recorded during an interview are shown in figure 6. 
During the expression of resentment towards her mother and a discussion 
of her unhappy marriage, the originally upright T, became first diminished 
in amplitude and then isoelectric. Later in the interview, while discussing 
her sexual relations, she became further depressed, developed asthmatic 
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breathing, and during the expression of resentment towards her husband, 

T, again became isoelectric. Following exercise there was a flattening of 

T, comparable to that occurring during the interview at a similar heart 

rate. Deep breathing did not influence the configuration of Lead II. 

Leads in Which Electrocardiographic Changes Were Observed 

In some instances only one lead was recorded during the periods of acute 
emotional disturbance. Where more than one lead was obtained the changes 
were usually found to be most marked in Lead III and somewhat less so 
‘in Lead II with relatively little change in Lead I, although this order was 
not invariable. Of the 11 changes of reversal of T or significant ST depres- 
sion, six were obtained in Leads I or II, and five in Lead III. In only two 
instances were chest leads recorded; in each of these, changes greater than 
those seen in the limb leads were observed (figure 6), a finding in accordance 
with the observed variability of precordial T waves.” 

Relation of Rate to T Wave Changes 

In general the more rapid rates were associated with greater changes in 
T waves. This was more true of individual patients than as a generalization 
about different patients. Several patients showed changes in rate of between 
15 and 25 beats per minute with little or no change in the T waves. One 
patient showed a comparatively slight flattening of T at a rate of 140 while 
another showed an inversion of T when the rate increased from 67 to 75. 
In two patients changes of 0.5 mm. or more in the height of the T waves 
took place without change in heart rate. 

Relation of Position of the Diaphragm to T Wave Changes 

Because of the influence of the level of the diaphragm on the position of 
the heart and thereby on the configuration of the electrocardiographic com- 
plexes,*”” the effect of maximal inspiration and expiration on the T waves 
was studied in a number of cases, some of which have already been cited. 
Of 15 patients thus studied, in 8 a maximal inspiration did not in any way 
reproduce the changes observed during emotional disturbance. In the remain- 
ing 7 the T waves changed in the direction of the changes during the emo- 
tional disturbance. However, in only one instance were the changes during 
emotional disturbances completely reproduced by deep breathing. This 
occurred in the following patient. . 

Case 7. A 54-year-old man came to the New York Hospital for treat- 
ment of angina pectoris. Physical examination showed an enlarged heart. 
The rhythm was regular and there were no murmurs. The electrocardio- 
gram showed marked left axis deviation, but was otherwise not unusual. 
During the interview (figure 7) the patient twice showed anxiety—once 
when asked why he had never married and again when he was given the 
suggestion to close his eyes and relax—which appeared related to latent 
homosexuality. It was associated on both occasions with an increase in 
heart rate, rightward shift of the QRS axis, and diminution in amplitude 
of the inverted T,. With deep breathing the electrocardiogram during full 
inspiration resembled that found during the periods of emotional disturbance. 
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Fig. 7. T wave changes produced by change in diaphragm related to emotional disturbances. 
(Case 8) A and C were taken during relaxation, B and D during anxiety. There was diminution in 
S3 and Ts suggesting rotation of the heart. The changes during anxiety were exactly reproduced by 
moderately deep breathing. 


Comment: Faulkner® and Wolf® have demonstrated the occurrence of 
changes in the diaphragm related to emotional changes. In this patient it 
was apparent that such changes were the origin of the observed electro- 
cardiographic changes. In the other patients of this group, however, marked 
changes of the electrical axes were not seen during the periods of emotional 
disturbance and it is unlikely that changes in the position of the diaphragm 
were important in the production of the electrocardiographic changes 
observed in these patients. The possibility remains that such diaphragmatic 
movements contributed to the total electrocardiographic change. 


Relation of Hyperventilation to T Wave Changes 

The occurrence of marked changes in the T waves with hyperventilation 
has been stressed by Thompson.*’ In the present group pneumographs were 
recorded simultaneously with the electrocardiograph in 9 patients.’® In these 
instances tachycardia and changes in the T waves were sometimes observed 
simultaneously with hyperventilation. However, the changes in the electro- 
cardiogram occurred at the same time as those in the pneumograph, and not 
after an interval of overbreathing. Marked changes in the electrocardiogram 
were also observed in patients who were not hyperventilating. One patient 
(Case 8) showed an increase in rate and ventilation during periods of mod- 
erate anxiety, but the maximal change in the electrocardiogram occurred at 
a time of great anxiety, bordering on panic, when his breathing became 
extremely shallow and not more rapid. It was apparent that in the instances 
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observed here electrocardiographic changes and hyperventilation had a 
common origin in the reaction of the patients to the stresses of the life 
situations discussed. 


III. Changes in Rhythm 

Changes in rhythm occurred in 9 patients in relation to emotional dis- 
turbances during the interview. These constituted 60 per cent of the 15 
patients in the entire group known to have had arrhythmias. In all but one 
instance these arrhythmias were evoked during discussions of life situations 
known to have been associated with the occurrence of arrhythmias. Extra- 
systoles were observed most frequently and occurred in 8 patients. One 
instance each of paroxysmal auricular tachycardia and paroxysmal auricular 
fibrillation were observed, the former in a patient also showing auricular and 
ventricular extrasystoles. Patients with structural heart disease were found 
somewhat more susceptible to the occurrence of disturbances of rhythm than 
those with structurally normal hearts. However, in 3 of the 9 patients 
showing changes in rhythm evidence of structural heart disease was entirely 
lacking or questionable. The details of the emotional states associated with 
experimental observation of paroxysmal arrhythmias have been given 
elsewhere.**** 

Relation of Changes in Rhythm to Changes in Heart Rate and 
Electrocardiogram 

In each instance the arrhythmia was observed to occur during periods 
of tachycardia. However, the average heart rate during emotional dis- 
turbances of patients who developed arrhythmias was 99, no higher than 
for the group as a whole. In several instances the extrasystoles were observed 
to diminish as the heart rate showed further increase during mounting 
anxiety, presumably because the excitability of the sinoauricular node 
exceeded that of the ectopic focus. In many patients prolonged tachycardia 
was observed without the occurrence of arrhythmias. 

In 7 patients it was possible to measure T wave heights during periods 
of relaxation and immediately preceding the occurrence of arrhythmias. In 4 
of these diminution in height of T waves of more than 0.5 mm. occurred 
preceding the arrhythmias, but in the 3 others there was no appreciable 
change. Considerably greater changes in T waves were found in some 
patients not having arrhythmias than in those who did. Thus, except for 
the observation that arrhythmias occurred only during periods of tachy- 
cardia, no relation was found between the arrhythmias and the changes in 
either heart rate or electrocardiographic complexes. 


C. Relation of Emotional Changes to Electrocardiographic Changes 


N GENERAL there was a close relationship between the occurrence of emo- 
tional disturbances (judged by the observations of the physician and the 
statements of the patient) and the occurrence of electrocardiographic 
changes, particularly of heart rate. This relationship of emotional and elec- 
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trocardiographic changes was brought out by the repeated observation of 
similar electrocardiographic changes during similar emotional disturbances 
in the same patient, and the failure to observe such changes during the 
periods of relaxation. A relationship was usually apparent between the 
severity of the anxiety or resentment displayed by the patient and the magni- 
tude of the electrocardiographic changes, but this relationship was not invari- 
able. In some instances acceleration of the heart occurred when a topic to 
which the patient was known to have been sensitive was introduced, even 
though the patient remained apparently bland and indifferent. In such cases 
the heart would seem to be a more valid index of the significance of a topic 
than the other criteria used, including the patients’ statements. For the 
group no correlation was found between the type of electrocardiographic 
change and the nature of the emotional disturbance with which it was 
associated. 


D. Electrocardiograms After Exercise 


In order to compare the changes in the electrocardiogram coincident to 
the stress of life situations with those resulting from another type of stress 
the electrocardiograms after exercise were studied in 19 of the patients. 
In approximately half of these cases the two step standard exercise was 
used according to the technique of Master.**"* In the other cases the amount 
of exercise performed was adjusted in an attempt to reproduce the heart 
rate associated with anxiety and resentment during the interview. 
Changes in the Electrocardiographic Complexes After Exercise 

Electrocardiographic changes indicating positive tests were obtained in 
patients with evidence or histories suggestive of coronary artery disease. In 
addition, in 6 persons without evidence of structural heart disease or com- 
plaints suggestive of coronary artery disease and who were with one excep- 
tion under 35, positive tests were obtained. These patients had symptoms 
usually described as neurocirculatory asthenia. In each instance the test was 
performed during a period of anxiety, and there was marked tachycardia 
after the exercise. In addition to the subjects who gave positive exercise 
tolerance tests, there were others who showed lesser changes in the electro- 
cardiographic complexes after exercise. In three patients, one with and two 
without structural heart disease, exercise on a day of relative security and 
relaxation produced lesser electrocardiographic changes than comparable 
exercise on days of great anxiety. . 

Comment: The response to exercise with respect to changes in pulse 
rate, blood pressure and cardiac output varies widely with the emotional 
state of the individual.” Patients with anxiety frequently show a relatively 
high heart rate and low stroke volume both at rest and after exercise. Under 
such circumstances the efficiency of the heart is impaired and the shortened 
diastolic time makes the heart more liable to a disproportion between cardiac 
work and available blood supply. The occurrence of a positive electrocardio- 
graphic test after exercise in patients with anxiety, effort syndrome or 
neurocirculatory asthenia may therefore be due to relatively labile factors 
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adversely influencing the function of the heart rather than to a constitu- 
tionally inadequate heart as suggested by Master.” 


Comparison of Electrocardiograms After Exercise and During Anxiety 

In 5 of the 19 patients whose response to exercise was tested the rate 
after exercise did not reach that coincident to anxiety during the interview. 
In one of these (case 5) the heart rate during a period of emotional dis- 
turbance was 112, and immediately after a double standard exercise (the 
equivalent of walking briskly up four flights of stairs) did not exceed 95. 
In 14 patients the rate immediately after exercise was comparable to that 
attained during the periods of emotional disturbance, and a comparison of 
the changes in the electrocardiographic complexes at similar heart rates was 
possible. In 8 of these the electrocardiogram was identical following exer- 
cise and during the disturbed emotional state. In 4 others the changes were 
in a similar direction but less in degree (at comparable rates) after exer- 
cise than during anxiety or resentment. In the remaining 2 the changes 
after exercise and during anxiety were in a different direction. The changes 
in the electrocardiogram after exercise in cases 1 and 6 have been commented 
upon (figures 1 and 6). The similarity of the changes during anxiety and 
following exercise in case 4 (inversion of T) is illustrated in figure 8. This 
similarity is further illustrated by the following patient. 

Case 8. A 32-year-old man complained of weakness, palpitation and 
“blacking out.” These symptoms were clearly related to anxiety which, 
although having its origins in early childhood, had recently become focussed 
on his heart. Examination revealed no evidence of structural heart disease, 
but he had a consistently rapid heart rate and intolerance to exercise. One 
minute after completion of double standard exercise his heart rate was 110, 
ST, was depressed 0.7 mm., and T, was diminished in amplitude (figure 
9). By six minutes after the exercise the rate and configuration of lead II 
had returned to the initial resting state. The patient was then questioned 
about symptoms during the exercise and all his anxiety concerning his 
heart and fear of sudden death was immediately aroused. He expressed the 
fear that he had exercised too strenuously and perhaps damaged his heart. 
Coincident with this discussion his heart rate increased to 112 and ST 

again became somewhat depressed and T, flattened. 


2 


DISCUSSION 


A LTHOUGH the majority of the patients of this series showed evidence 
of structural heart disease, and many gave evidence of psychoneuroses, these 
conditions were not essential for the occurrence of the observed changes. 
Five of 6 patients with asthma but without symptoms or evidence of cardio- 
vascular disease showed marked electrocardiographic changes and the sixth 
showed little emotional change during the interview. In the 18 patients in 
whose tracings the most pronounced changes were found, eight had no 
evidence of structural heart disease. The occurrence of changes was related 
to the product of the stress applied and the state of the heart. 
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The mechanism of the electrocardiographic changes observed cannot be 
stated with certainty. Some changes in amplitude of T wave and in ST 
segments may be related solely to increases in rate.* However, the wide 
diversity of changes in patients showing comparable rates, indicates that 
the greater changes were not due solely to increase in rate although often 
related to it. 

Many of the changes are those commonly attributed to coronary insuffi- 
ciency when they occur after exercise. If the tracings taken during anxiety 
or resentment had been observed after exercise, no less than 18 of the 35 
patients would have been found to have positive tests by the criteria of 
Master.**** Even by the somewhat more conservative standards of Gross- 
man et al,’ thirteen of the patients would have been judged to have positive 
tests. As mentioned above, at the high rates observed in this study the 
diastolic time is appreciably shortened, and the coronary blood flow may 
then not be increased in proportion to the increase in work performed by 
the heart. Under these circumstances some relative coronary insufficiency 
is not improbable even in young persons. This would be all the more likely 
where the tachycardia has been prolonged as in many of these cases. Master 
has pointed out that even persons with completely normal hearts will show 
evidence of coronary insufficiency if subjected to prolonged exercise. Despite 
the likelihood that some degree of coronary insufficiency exists in patients 
showing prolonged tachycardia related to anxiety and resentment, there is 
indirect evidence that other factors may be operative in the production of 
the observed electrocardiographic changes. Thus it has been shown that 
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epinephrine will lower T waves* and in certain instances produce extra- 


systoles.*° 


The lowering or inversion of T, 


and T; following exercise in 


certain individuals with no evidence of structural heart disease is greater 


early 


in the exercise than after 


same electrocardiographic changes 
erect position occur instantaneously with the change in position.*® These 
findings suggest that sympathetic stimulation rather than cardiac anoxia is 


responsible for the changes in the T waves. 
electrocardiographic changes 


it has continued for several minutes; 


the 


resulting from the assumption of the 


The mechanism of the similar 


observed during emotional disturbances may 


likewise be increased activity of the cardiac sympathetics. 
It was apparent that during the discussion of such life situations and 


to 


a greater 


extent during the situations themselves, the patients reacted 


with a symbolic, but exaggerated and disproportionate mobilization of their 
circulations. It is also clear from the present and related studies’ that such 


mobilization was often much greater in 


duration and degree than that 


required to meet the ordinary needs of everyday physical exertion and it 
may be assumed that the stress on the heart was proportionately greater. 
The penalties of such inappropriate cardiac mobilization are suggested by 
the significant correlation between tachycardia and the later development of 
structural heart disease.° 
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Chronic Arthritis of Senescence 
Russell L. Cecil, m.v.* 


ENESCENCE inevitably brings with it various ailments and disabilities, 
one of the commonest of which is some form of arthritis or rheuma- 
tism. These forms will be discussed as to their effect on the aging 

patient. 

Osteoarthritis. This type of rheumatism is just as much a part of the 
aging process as gray hair or hardening of the arteries. The stiffness of old 
people, however, is not always due to arthritis; some of it is muscular and 
is spoken of as fibrositis, or muscular rheumatism. Fortunately, osteoarthritis 
is often asymptomatic. Fairly advanced osteoarthritis, as demonstrable by 
x-ray films, has been observed in patients who had no consciousness of joint 
discomfort. However, when the osteoarthritic joint is abused, pain and stiff- 
ness develop and may be very persistent. 

Treatment for osteoarthritis consists chiefly of physiotherapy and rest. 
Since most of these patients are overweight, a low calorie diet is in order, 
Although cortisone and ACTH are capable of relieving the pain and discom- 
fort of arthritis, this form of treatment is still in the experimental stage. 

Menopausal arthrosis. This may occur, with or without an accompany- 
ing osteoarthritis, in middle-aged women just before, during, or after meno- 
pause. It also occurs, usually in a more aggravated form, in younger women 
who are castrates. The symptoms are pain and stiffness in various joints, 
especially knees and lumbar spine. Often shoulders and fingers are also impli- 
cated. There is no soft tissue swelling of the joints, but Heberden’s nodes 
may appear on the terminal phalangeal joints of fingers at this time. Treat- 
ment consists of physiotherapy, stilbestrol, analgesics such as aspirin and 
codeine, and reassurance. In most cases symptoms disappear after a reason- 
able length of time. Deep x-ray therapy is often helpful. 

Gout. In general, gout is a disease of middle-aged and elderly men. When 
it makes its first appearance in middle age, the prognosis is not bad, but when 
it appears in the young, there is danger of chronic invalidism. Gout also 
attacks kidneys and skin and is conducive to hypertension and heart disease. 
The symptoms of gouty arthritis depend on whether the disease is acute or 
chronic in form. 

Acute gout, or podagra, makes its first appearance in the great. toe. The 
attack lasts about one week and recurs once or twice a year. Later it involves 
not only the great toes, but feet, ankles, fingers, wrists and elbows. Hips, 
shoulders and back are rarely attacked. The typical attack comes on usually 
during the night, with intense pain, redness and swelling in the metatarso- 
phalangeal joint of the great toe. There may be slight fever, with elevation 
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of the sedimentation rate. In the early stage, the blood uric acid may or may 
not be elevated, and x-ray examination is also disappointing. 

Preferential treatment of gout is colchicine and some form of salicylate. 
Two tablets of colchicine, 1/100 grain each, are followed every two hours 
by one tablet, until some symptoms of gastro-intestinal distress or diarrhea 
develop. The colchicine should then be discontinued. Salicylates serve a 
double function, aiding in the elimination of urates and acting as an excel- 
lent analgesic. 

ACTH has a quick and favorable effect on the course of acute gout, but 
unfortunately, when it is discontinued, the gout sometimes returns in a more 
severe form, and for that reason ACTH is not recommended. 

Chronic gouty arthritis is often the end result of repeated attacks of acute 
gout, and is usually encountered in elderly patients. It is inevitably associated 
with the formation of tophi (urate crystals) in the periarticular tissue and 
in the cartilage and bone itself. Ankyloses and deformities develop just as in 
rheumatoid arthritis. The differential diagnosis is made by the demonstra- 
tion of tophaceous lesions in the x-rays of the joints and by the finding of a 
high uric acid level in the blood. Small tophi are usually present in the helix 
of the ear. 

The prophylaxis of gout is important, depending on a low purine diet 
and administration of colchicine and salicylates. Patients having several 
attacks of gout each year should take two or three colchicine tablets a week 
and 25 or 30 grains of aspirin a day, supplemented by copious water drink- 
ing, preferably with alkalies. 

Bursitis. Subacromial bursitis of the shoulder is extremely common in the 
elderly : Sometimes an inflammation of the shoulder may occur outside the 
bursa, involving the tendon sheaths, particularly that of the long tendon of 
the biceps. Some prefer to call this form peritendinitis or periarthritis of the 
shoulder. When the subacromial bursa or the subdeltoid bursa contain calcific 
deposits, these are demonstrable by x-rays. 

Treatment of bursitis and peritendinitis of the shoulder varies with the 
duration. In early cases, deep x-ray therapy and rest are often sufficient. 
Intramuscular injections at the tender points with procaine, 2 per cent solu- 
tion in 5 to 10 cc. doses, will sometimes give great relief. In chronic cases 
x-ray therapy is not so helpful, and physiotherapy and manipulation of the 
shoulder are needed. Some of these frozen shoulders require surgery for 
complete relief. In cases with calcific deposits, the removal of the calcium by 
surgery may become necessary. 

Rheumatoid arthritis. Although rheumatoid arthritis can occur at any 
age, the highest incidence comes in the thirties. The disease is two or three 
times as common in women as in men. 


In a study made recently in collaboration with W. H. Kammerer, one 
hundred cases of rheumatoid arthritis in patients over 60 were analyzed to 
determine whether there were any clinical differences in the disease in older 
and younger patients. Findings of the study showed that: (1) The age inci- 
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dence was distributed equally between the sexes instead of the usual three 
to one incidence. This would suggest that as the male becomes older he 
becomes more susceptible. (2) Both mild and severe cases are encountered 
in older people; some respond well to treatment, while others pursue a stub- 
born chronic course progressing toward the usual terminal picture of 
ankylosis and deformity. (3) There is a high incidence of shoulder involve- 
ment in these elderly patients. Some of them started off with stiffness and 
pain in the shoulder and hands, suggesting the so-called “shoulder-hand 
syndrome,” or possibly a bursitis. Instead of remaining localized, however, 
the stiffness progressed into the usual rheumatoid syndrome. indicating a 
close relationship between the “shoulder-hand syndrome” and rheumatoid 
arthritis. 

Laboratory findings are not noteworthy except that the sedimentation 
rate seems to run particularly high in these older patients. There is also less 
anemia than is seen in the young. X-ray films frequently show a combination 
of osteoporosis, so characteristic of rheumatoid arthritis, and osteoarthritis, 
which develops with considerable regularity in all elderly people. The present 
theory is that rheumatoid arthritis and osteoarthritis have entirely different 
etiologies. 

Our study indicates that elderly patients tolerate gold therapy quite well. 
No serious reactions were encountered in this series, a considerable number 
of whom were treated with gold. Clinical results, too, were quite satisfactory. 

Old age is no contra-indication to cortisone and ACTH therapy, though 
care should be taken in administering these powerful agents. The heart and 
kidneys particularly need watching. As pointed out by Hench and_ his 
co-workers, most patients with rheumatoid arthritis relapse when the hor- 
mones are discontinued. In our experience results have been excellent as 
long as the hormones were kept up. 

Psychogenic rheumatism. Psychogenic rheumatism is seen in elderly 
patients almost as frequently as in the young. Fibrositis and psychogenic 
rheumatism are closely related, though they should not be classified as one 
disease, and it is suspected that long continued psychogenic rheumatism may 
lead to fibrositis. However, this is purely a hypothetical statement. Certainly 
the rheumatologist encounters a good many elderly patients, mostly women, 
who develop strange aches and pains in the joints for which no explanation 
can be found, and which seem to rest on an emotional basis. The treatment 
for this condition is psychotherapy, physiotherapy and occupational therapy. 


SUMMARY 


Arthritis in all its forms is seen in the elderly patient. Osteoarthritis 
is universally present, sometimes severe, often mild or even asympto- 
matic. Frozen shoulders are frequently encountered and so are rheuma- 
toid arthritis and gout. Fibrositis and psychogenic rheumatism are 
prevalent in aging psychoneurotics. 








StupIES IN ATHEROSCLEROSIS VI 
Albumin as Stabilizer of 
Cholesterol Sols’ 


0. J. Pollak, M.D. 


T IS BELIEVED that giant molecules precipitate from the blood onto the 
vascular intima. Such large micels are promptly phagocytized by pro- 
liferating endothelium cells and deposited in the subintimal layer. Most 

of such deposits are resorbed shortly. Foreign matter which is not resorbed 
acts as local irritant. Deposits become organized and undergo transforma- 
tions representing the various stages of atherosclerosis. 

Experimental atherosclerosis has been produced by intravascular injec- 
tions of a large variety of macromolecular substances.**° In man, lipoproteid 
complexes represent the largest molecules present in the circulating blood, 
in health and disease. They seem to be the principal if not the sole athero- 
sclerogenic agent.”’ It has been suggested’* that cholesterol or lipoproteins 
containing cholesterol might be deposited secondarily onto an intima pre- 
viously demaged by other macromolecular matter. Bacteria’ could possibly 
be primary agents and so could neutral fat in form of chylomicrons.® 


PROBLEM 

O UR interest centers on lipoproteins. When we approach the question of 
prevention and prophylaxis, it becomes less important whether they are 
deposited always primarily, always secondarily, or sometimes one way and 
another time the other way. Of the several lipoproteid complexes, alpha,- 
globulin-lipids and especially beta,-globulin-lipids appear to be most sig- 
nificant. The two major components of these complexes are cholesterol and 
the globulin fraction. 

Preventive attempts to regulate blood cholesterol and/or globulin levels, 
to prevent the formation of complexes, or to break down the bonds between 
the two main components of lipoproteins will be discussed in future articles 
of the series. The present studies were designed to prevent precipitation of 
large molecular complexes through stabilization of colloidal suspensions. 
Unsuccessful attempts with lecithin have been reported,’ and studies utilizing 
bile acids are under way. The results of experimentation with protein frac- 
tions are hereby reported. 

EXPERIMENTAL 


Daneel: (c.p., Pfanstiehl), normal, salt-free human serum albumin 
(Cutter Laboratories), and hemoglobin (powdered, Bacto-Difco) were 





*From the department of experimental pathology, Presented at the third annual meeting of the 
Quincy City Hospital, Quincy, Massachusetts. American Society for the Study of Arteriosclerosis, 
Chicago, Illinois, November 5 and 6, 1950. 
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homogenized into pooled, partially deproteinized rabbits’ serum, according 
to a recently described method.'* Varying proportions of these substances 
were employed for in vitro and in vivo studies. 

The size of the colloidal particles was determined nephelometrically and 
microscopically in the dark field. Suspensions containing cholesterol in fine 
dispersion, with particles of about 0.02 to 0.04 microns diameter, were pre- 
pared. The stability of sols was checked, periodically. Intravascular injec- 
tions of various suspensions were made to a series of rabbits, as outlined: 


I cholesterol (positive control) IV cholesterol and globulin 
II albumin (negative control) V_ cholesterol and albumin 
III globulin (negative control ) VI albumin, then cholesterol 


All rabbits were bucks of the same breed, each weighing 2.5 kg. After death, 
they were examined grossly, multiple sections were taken from all organs 
and blood vessels, tissue slides were stained by various methods and 
studied microscopically. 

First series: Results of intravascular injections of fine and coarse colloidal 
suspensions of cholesterol were reported by us recently.'"’” Such injections 
promptly initiated vascular changes resembling initial atherosclerosis pro- 
duced by excessive feeding of cholesterol to rabbits. Partially deproteinized 
rabbits’ serum such as used as physiologic stabilizer for cholesterol sols did 
not damage the blood vessels when injected without the cholesterol. 

Second series: Hemoglobin was homogenized into partially deproteinized 
rabbits’ serum. Pairs of rabbits were injected intravenously into the ear vein 
or intracardially, with suspensions containing 2000, 1000, 500, 300, 150 
and 100 mg. hemoglobin, respectively. All animals tolerated the injections 
well. They were sacrificed ten minutes after injection. No gross or micro- 
scopic vascular or other alterations were found in any of these animals. 

Third series: Serum albumin was injected in a like manner to pairs of 
rabbits. The respective amounts of albumin were 2000, 1000, 300, 263, 225, 
and 150 mg. Injections were tolerated well. One animal in each pair was 
killed after five minutes and the second was sacrificed one hour after injec- 
tion. No vascular or other alterations were detected on gross and microscopic 
examination of these control animals. 

Fourth series: In previous experiments (first series), it was found that 
intimal alterations could regularly be produced by intravascular injection of 
75 mg. of a fine colloidal suspension of cholesterol. To such suspensions, 
hemoglobin was added in doses of 500, 250, 100, 75, and 50 mg. With each 
of the homogenates, two rabbits were injected intravenously and one, intra- 


cardially. 


Aw. animals died shortly after intravenous injection. Those treated with 
the smallest dose of hemoglobin (50 mg.) lived for eight minutes. The other 
rabbits died within six, three, even one minute after injection, in convulsions. 
On the other hand, some of the rabbits injected intracardially tolerated 75 
mg. of cholesterol with 50, 75 and also 100 mg. globulin, respectively. These 
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Fig. 1. Pulmonary artery after intravenous injection of a preparation containing 75 mg. cholesterol 
and 250 mg. hemoglobin. 550 X. (Rabbit died within three minutes after injection.) 


Tada . 








Fig. 2. Same as figure 1; 1160 X. 
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Fig. 3. Pulmonary artery (of same caliber as in figure 1) after intravenous injection of a preparation 
containing 100 mg. cholesterol and 2000 mg. serum albumin. 550 X. (Rabbit sacrificed ten minutes after 
injection. ) 








Fig. 4. Same as figure 3; 1160 X. 





186 GERIATRICS 


rabbits were sacrificed ten minutes after injection. Judging from their 
appearance, we felt sure that they would have survived. 

All rabbits in this series showed severe vascular alterations. They were 
comparable to lesions observed in the positive control group (first series). 
The degree of alterations, however, exceeded the degree of changes observed 
after injection of cholesterol alone. Large pulmonary arteries were affected 
more often and more severely than medium sized ones, and these, in turn, 
were damaged more often than small arteries. Arterioles were unharmed. 
The alterations in the large and medium sized arteries consisted of vacuoli- 
zation of the intimal endothelium, foam cell aggregates in the subintima, 
considerable edema of the muscular layer causing thickening of the vessel 
wall and narrowing of the lumen. The vascular lumen frequently accepted 
a triangular shape, especially in the larger arteries. 

As a rule, animals injected intravenously showed such changes in the 
pulmonary arteries. Only rarely were a few foam cells seen in the aorta. 
Rabbits injected intracardially showed vascular alterations in the aorta and 
pulmonary vessels. The number and degree of lesions was much smaller than 
in the intravenously injected group. 

In many veins and in some arterioles and small arteries of the-lungs, 
there were acicular spaces corresponding to cholesterol crystals. Up to three 
crystals were seen in a single vessel. The number of acicular spaces was 
directly proportional to the amount of globulin. Only rare crystals were 
present where 50 mg. of hemoglobin were injected with 75 mg. of cholesterol ; 
more crystals were seen with 75 and 100 mg., and many where 250 mg. or 
more of the hemoglobin had been added to the cholesterol sol. Addition of 
hemoglobin to cholesterol sols resulted in vitro in precipitation and crystalli- 
zation of the cholesterol. The speed of this process and the number of crystals 
increased with the amount of hemoglobin. 

Fifth series: To suspensions containing 75 mg. of finely dispersed 
cholesterol, 150, 225, 263, 300, 375, 450, 525, 600, 1000, 1500, and 2000 
mg. of serum albumin were added, respectively. To suspensions with 100 mg. 
of cholesterol, 500, 1000, and 2000 mg. albumin were added. Thus the pro- 
portions between cholesterol and albumin in the homogenates were from 
1:2, 1:3, 1:3.5, up to 1:20. Most of these mixtures were used to inject pairs 
of rabbits, intravenously. In each pair, one animal was killed after three min- 
utes and one after thirty minutes. Preparations containing 75 mg. cholesterol 
and 375 mg. albumin (1:5), and 75 mg. cholesterol and 2000 mg. albumin 
(1:26) were injected to five pairs of rabbits and the animals sacrificed 3, 10, 
30, 60, and 120 minutes after treatment, respectively. Another series of 
animals were injected intracardially with mixtures of 100 mg. cholesterol 
and 500 (1:5), 1000 (1:10), and 2000 mg. (1:20) albumin. These rabbits 
were killed ten minutes after injection. 

All rabbits tolerated the injections well and would have survived indefi- 


nitely. No gross lesions were seen in any of these rabbits. On microscopic 
‘examination, rabbits injected with cholesterol-albumin mixtures in propor- 
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tions from 1:2 to 1:7 showed foam cell collections in the subintima of 
arteries, namely in medium sized vessels. The number of deposits was always 
smaller than that observed in animals injected with cholesterol alone (first 
series). The number of affected vessels and the degree of damage to the 
intima and subintima decreased as the amount of albumin injected with the 
cholesterol increased. Positive findings were made in rabbits injected with 
mixtures in which the amount of albumin exceeded the amount of cholesterol 
two to four times. One of the rabbits injected with 75 mg. cholesterol and 
375 mg. albumin (1:5) showed only moderate vascular damage while two 
other rabbits injected with this mixture were without damage. Rare foam 
cell collections were seen in some of the animals injected with higher doses 
of albumin but all animals injected with albumin exceeding cholesterol ten 
or more times were free of vascular alterations, as far as could be ascertained 
through study of multiple tissue sections. 

In rabbits injected intravenously, the pulmonary arteries alone were 
affected. Occasional damage to the pulmonary vessels was seen beside a mod- 
erate number of renal lesions and a rare muscular arterial lesion, in rabbits 
injected intracardially. 

It was of interest to note that in this series of animals large pulmonary 
arteries were always spared. Where there was any damage, medium sized 
and small arteries were affected. Alterations were confined to the intima and 
subintima. There was no muscular edema or thickening of the vessel wall, 
nor vasoconstriction. Crystallization of cholesterol was not observed, neither 
in vivo nor in vitro. 

Sixth series: A group of five rabbits was injected intravenously with 
2000 mg. serum albumin and, later, with 75 mg. of cholesterol. The interval 
between the two injections was 1, 3, 15, 24, and 40 hours, respectively. A 
sixth rabbit received an intravenous injection of 2000 mg. albumin and seven 
hours later an intracardial injection of 75 mg. cholesterol suspension. All six 
rabbits showed alterations to pulmonary vessels comparable to that of positive 
controls (first series). The rabbit injected intracardially had considerable 
aortic damage. Moderate aortic lesions were present in the rabbit injected 24 
hours after the albumin administration. Foam cells were seen in a muscular 
artery of the rabbit reinjected after 40 hours. All six rabbits in this series 
were sacrificed ten minutes after the second injection. 


DISCUSSION 


cw bibliography pertaining to intravascular injections of cholesterol has 
been thoroughly reviewed by Pollak and Wadler.’’** No reference to intra- 
vascular injection of globulin has been found in the literature. Intravenous 
injections of albumin were made to animals for various reasons. Thera- 
peutically, albumin injections were and are being made to human beings in 
a variety of diseases. 

Scalabrino™ established that repeated intravenous albumin injections do 
not damage the rabbit’s aorta. No note of deleterious effects on the vascular 
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system of man could be found. Armstrong’® enumerated the diseases in which 
albumin administration is indicated: cirrhosis of the liver, constrictive 
pericarditis, edema of cardiac decompensation, edema of malnutrition, 
nephrotic syndrome, and idiopathic hypoproteinemia. To this list, diabetes 
mellitus and atherosclerosis might well be added. 

The bibliography concerning the relative decrease of serum albumin and 
the relative increase of globulin, namely beta-globulin, in the light of a nor- 
mal or only slightly altered amount of total serum protein in diabetics is 
voluminous. It should suffice to cite the pertinent electrophoretic studies of 
Lewis and associates,'® and the clinical experimental investigation of Rabino- 
witsch."* 

Andes, Kampmeier and Adams'* observed a drop in albumin, a pro- 
nounced rise in globulin, a lowered albumin-globulin ratio, and a moderate 
increase in total serum protein in 16 young Negroes with atherosclerosis. In 
16 young healthy Negroes and in 35 healthy white persons these blood values 
were normal. There was no difference in the blood cholesterol level of the 
three groups. 

Multiple references were made to the blood proteins in old persons. 
Already in 1887, Jones’ pointed out that the specific gravity of blood 
decreases constantly after the age of 45 years. The specific gravity represents 
an indirect measure of proteins. Increase of serum globulin and decline of 
albumin in old men and women was reported by Bing and co-workers.” 
Bock** found analogous changes for members of both sex. There was a 
definite shift in both albumin and globulin, by comparison of persons between 
60 and 80 years with persons 80 to 95 years old. The decrease in total protein 
was but slight. Olbrich** confirmed these data in a broad study of 78 aged 
persons. Of 21 persons over 70 years of age, 67 per cent had increased beta- 
globulin on electrophoretic analysis of plasma performed by Rafsky, New- 
man and Krieger.** 

Dubach and Hill** observed a drop in the serum albumin-globulin ratio 
in seven cholesterol-fed rabbits, shortly after the peak of hypercholesteremia. 
Mauriac, Servantie and Demenier®*’ reported a drop in total protein, reversal 
of the albumin-globulin ratio and fall in serum albumin which paralleled the 
increase in blood cholesterol, in a rabbit suffering from nephritis induced by 
uranium acetate. Schwarz and Lichtenberg*® bled rabbits daily to render 
them anemic. They noticed reciprocity between hemoglobin and cholesterol 
values. They also discussed hypercholesterolemia and normoproteinemia in 
a rabbit fed for three months two egg yolks daily. They failed, however, to 
interpret the other data, namely the increase in globulin from 1.8 to 2.63 
gm. and the drop in albumin from 4.5 to 3.99 gm. in the same rabbit. 


In 1913, Grigaut* found that the major portion of blood cholesterol 
forms a complex with proteins and he coined the term ‘“‘protéocholestérides.”’ 
Since then, innumerable references were made to lipoproteins. To cite them 
_ all seems impossible and unnecessary. Troensgaard and Koudahl** named 
cholesterol a prosthetic group of globulin. Gardner and Gainsborough” 
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pointed out that cholesterol is precipitated with various protein fractions, 
namely with globulin, when ammonium sulfate is added to blood plasma. 
This was also observed by us during preparation of cholesterol sols."* 
Theorell®’ disclosed that cholesterol is extractable from blood at pH 5.5.—6, 
that is, at the isoelectric point of globulin. Blix*' reported that during elec- 
trophoresis, cholesterol added to lipid-free serum, in watery suspension, as 
a rule migrated with the beta-globulin. 


f , Pane to Nekludow,* the bonds between cholesterol and globulin are 
firm while the bonds between cholesterol and albumin are easily broken by 
ether extraction. Reubi® studied the blood of patients with various liver 
diseases and found that the extractibility of cholesterol falls with the rise in 
serum globulin and drop in serum albumin, and rises again with the increase 
of albumin. Macheboeuf and Fethke** and Desbordes and Lévy* observed 
patients with ascites or with pleural effusion. They found that cholesterol 
remained in suspension where the albumin exceeded the globulin but 
crystallized where the globulin content of fluids was higher than the amount 
of albumin. Sannié, Huguenin and Truhaut“ suggested that atherosclerosis 
and the arcus senilis are the result of destruction of lipoproteid complexes 
and of cholesterol precipitation. 

Lecithin, the bile acids and albumin have been mentioned as physiologic 
stabilizers of cholesterol sols. Neuschlosz*’ found that the more albumin is 
present in a serum the less cholesterol can be extracted from such serum by 
ether. Peters and Man* observed a fall in serum lipids with an increase of 
albumin. The function of serum proteins and lipids in relation to osmotic 
pressure was best summarized by Fishberg* who stated that lipemia repre- 
sents the effort of the organism to compensate for osmotic pressure drop 
following loss of serum albumin. Gutman*® wrote that “there are some indi- 
cations that the plasma albumins have a stabilizing action, a protective colloid 
effect, upon the larger protein and lipoprotein complexes of the plasma and 
that the efficiency of this action is reduced by hypoalbuminemia.” During 
preparation of cholesterol sols with serum used as stabilizer, Pollak and 
Wadler'* found it necessary to increase the relative amount of albumin by 
decreasing the amount of euglobulin, an observation which led to the pres- 
ent project. 

Our studies showed that neither albumin nor globulin affect the blood 
vessels of rabbits when introduced directly into the blood stream. On the 
other hand, intravascularly administered cholesterol causes intimal-subintimal 
damage. Injections of mixtures of cholesterol and globulin resulted in dam- 
age similar to that caused by cholesterol injections. Globulin enhanced the 
cholesterol effect. Injections of mixtures of cholesterol and albumin revealed 
a protective effect of albumin. Both effects were proportional to the amount 
of globulin or of albumin added to cholesterol sols. 


CS csi caused, in vitro and in vivo, crystallization and precipitation. In 
this respect, it acted similarly to lecithin.’ Injections of cholesterol-globulin 








190 GERIATRICS 


mixtures were poorly tolerated by the rabbits, in contrast to injections of 
either of the two substances alone and also in contrast to the good tolerance 
for albumin, cholesterol-albumin, lecithin, and cholesterol-lecithin suspen- 
sions. The anatomic alterations induced by cholesterol-globulin mixtures 
again resembled those observed after cholesterol-lecithin injections’ in as 
much as the large arteries were more severely affected than the small ones, 
and that beside the cholesterol induced intimal-subintimal changes swelling 
of the muscularis, thickening of the vessel wall and narrowing of the vascular 
lumen was observed. 

Albumin when added to cholesterol sols in small doses mitigated the 
cholesterol effect. It afforded complete protection to the blood vessels when 
its amount exceeded ten or more times the amount of cholesterol, that is, 
when physiologic proportions of the two substances were approached or 
attained. The failure of preventive attempts (sixth series) through injection 
of albumin prior to injection of cholesterol can be explained: A single injec- 
tion of albumin is not sufficient to maintain an increased serum albumin level. 

Whether administration of albumin will prevent, delay or mitigate the 
action of cholesterol in rabbits fed a cholesterol-rich diet cannot be discussed 
on the basis of this study. Sketchy experiments were years ago started by 
the author. Pairs of rabbits were fed egg yolk alone and whole egg, respec- 
tively. It seemed that the development of hypercholesteremia was somewhat 
delayed in animals fed whole egg. Realizing the variability in the response of 
rabbits to such diets, large series of experiments would be necessary to allow 
conclusions. 

The multiple causes of hypoalbuminemia with or without concurrent 
hyperglobulinemia and the several therapeutic approaches will be discussed 
elsewhere, together with an analysis of the usefulness of other stabilizers 
in the prevention of atherosclerosis. 


SUMMARY 

1. The bibliography pertaining to the relation of albumin to cho- 
lesterol is reviewed. 

2. Results of intravascular injections of -albumin, globulin, cho- 
lesterol-globulin, and cholesterol-albumin mixtures are reported. 

3. In these experiments, globulin enhances the effect of cholesterol 
upon the blood vessels while albumin inhibits this effect. 

4. It is believed that albumin protects the blood vessels through its 
ability to stabilize cholesterol sols. 
The author expresses his appreciation to Mrs. Bella Wadler for assistance in this study, and to Mrs. 


Marie Evans and Mrs. Beryl Murray for the preparation of tissue sections. 
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TENTATIVE PROGRAM 


SECOND INTERNATIONAL 
GERONTOLOGICAL CONGRESS 


September 8 to 14, 1951 
HOTEL JEFFERSON ST. LOUIS, MISSOURI 


SATURDAY, SEPTEMBER 8 
1:00 p.m. Set up exhibits 


SUNDAY, SEPTEMBER 9—Congress starts 
Entire day—Complete set up of exhibits 
12:30 p.m. Radio broadcast, University of Chicago Round Table 
9 :30- 4:30 p.m. Registration 
3:00- 4:30 p.m. Joint meeting of Governing Body of the International Asso- 
ciation and of the Executive Committee of the Congress 


4:30 p.m. Press Conference—Organization of Publicity Committee 

6:30 p.m. Dinner meeting of the Governing Body 

8:00 p.m. Reception by Officers’ of Congress and sponsoring organi- 
zations 


MONDAY, SEPTEMBER 10 

9:00 a.m. Opening of exhibits 

9 :00-12:00 a.m. Registration concluded 

9 :30-10:30 a.m. Opening Session—General assembly of Congress 
Invocation by Rabbi Ferdinand M. Isserman 

4 :30- 6:00 p.m. Organization of Committees for each of four Sections to report 
to Governing Body, Friday afternoon, on most important and 
feasible research problems 


IQ2 











2:00- 5:00 p.m. 
3:00- 4:30 p.m. 
7:30 p.m 
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Visits to points of interest 

Meeting of Council of the Gerontological Society, Inc. 
Welcoming Dinner. Invocation by Bishop William Scarlett. 
Five-minute addresses by representatives of American organ- 
izations, Federal Security Administrator, Governor, Mayor 
and the President of the United States 


SECTION I—Biology and Medicine 


10:30-12:00 a.m. 
1 :30- 4:30 p.m. 


Papers and Panel Discussion — Geriatric Medicine — Thera- 
peutic Aspects 
Symposium: Aging of the Nervous System and Other Ecto- 
dermic Tissues 


SECTION II—Sociology, Psychology, Education and Religion 


10:30-12:00 a.m. 


1:30- 4:30 p.m. 


Papers 
Papers 


SECTION III—Economics and Welfare 


10 :30-12:00 a.m. 
1 :30- 4:30 p.m. 


Organization incomplete 
Papers, Symposia and Problem Identification 


SECTION IV—Medical Services, Hygiene and Housing 


10 :30-12:00 a.m. 
1 :30- 4:30 p.m. 


Papers 

Symposium: Personal Problems and Problem Identification 
TUESDAY, SEPTEMBER 11 

Special view of exhibits 

Visit to University of Missouri 

Visits to local points of interest 

St. Louis University Invited Buffet Supper for 200 

“Little Symphony” at Washington University 


SECTION I—Biology and Medicine 


9 :00-11 :00 a.m. 
1 :30- 4:30 p.m. 


Symposium : 
Papers 


Senescence of Cardiovascular System 


SECTION II—Sociology, Psychology, Education and Religion 


9 :00-11 :00 a.m. 
1:30- 4:30 p.m. 


Problem Identification in fields of Sociology and Education 
Symposium: The Status of Old People in Various Societies 


SECTION III—Economics and Welfare 


9 :00-11 :00 a.m. 
1 :30- 4:30 p.m. 


Organization incomplete. To include Papers, Symposium and 
Problem Identification 
Contributed Papers 


SECTION IV—Medical Services, Hygiene and Housing 


9 :00-11 :00 a.m. 
1 :30- 4:30 p.m. 


00 p.m. 


Symposium : 
Identification 
To be assigned 


Organization of Health Services and Problem 
$ 


WEDNESDAY, SEPTEMBER 12 
Exhibits (open to the public) 
Visits to local points of interest 
Business meeting of Gerontological Society, Inc. 
Entertainment by local hosts. Dinners by national groups 


SECTION I—Biology and Medicine 


9 :00-12 :00 a.m. 
1:30- 4:00 p.m. 


Papers 
Symposium: Nutrition on the Process of Aging 
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SECTION II—Sociology, Psychology, Education and Religion 
9 :00-12:00 a.m. Problem Identification in the field of Psychology of Aging 
1 :30- 4:00 p.m. Symposium: To be arranged 
SECTION III—Economics and Welfare 
9:00-12:00 a.m. Organization incomplete 
1:30- 4:00 p.m. Papers, Symposium and Problem Identification 
SECTION IV—Medical Services, Hygiene and Housing 
9:00-12:00 a.m. Papers 
1 :30- 4:00 p.m. Symposium: Health and Employment 


THURSDAY, SEPTEMBER 13 
9:00- 5:00 p.m. Exhibits (open to the public) 


12:15 p.m. Luncheon of Committees of 4 Sections 
2:00- 5:00 p.m. Visits to local points of interest 

6:00 p.m. Take down exhibits 

7:00 p.m. Buffet Supper being arranged 


SECTION I—Biology and Medicine 
9:00-12:00 a.m. Symposia: Aging of the Connective Tissues, Cellular Aging 
1:30- 4:30 p.m. Papers 
SECTION II—Sociology, Psychology, Education and Religion 
9 :00-12:00 a.m. Symposium: Group Activities of Recreation for Older People 
1 :30- 4:30 p.m. Papers 
SECTION III—Economics and Welfare 
9 :00-12:00 a.m. Organization incomplete 
1 :30- 4:30 p.m. Papers, Symposium and Problem Identification 
SECTION IV—Medical Services, Hygiene and Housing 
9 :00-12:00 a.m. Symposium: Living Arrangements 
1 :30- 4:30 p.m. Papers 


FRIDAY, SEPTEMBER 14 


10:00 a.m. Final meeting of Governing Body of the International Asso- 
ciation 

4:00 p.m. General Assembly of the Congress 

7:30 p.m. Concluding Dinner. Invocation by Archbishop Joseph E. 
Ritter. Five-minute addresses by representatives from abroad 


SECTION I—Biology and Medicine 
9:00-12:00 a.m. Papers 
1 :30- 4:30 p.m. Symposium: Hypertension in Relation to Aging 
SECTION II—Sociology, Psychology, Education and Religion 
9:00-12:00 a.m. Symposium: The Assessment of Aging — Psychological, 
Biological and Medical Tests 
1:30- 3:00 p.m. Papers 
3:00- 4:30 p.m. Preparation of report of Committees on Definition of Impor- 
tant Problems 


SECTION III—Economics and Welfare 
9:00-12:00 a.m. Organization incomplete 
1:30- 4:30 p.m. Papers, Symposium and Problem Identification 
SECTION IV—Medical Services, Hygiene and Housing 
9:00-12:00 a.m. Papers 
1:30- 4:30 p.m. Unassigned 














Soctomedical Progress 


Devoted to constructive correlation of 


interrelationships between sociological 
and medical problems in the aged. ... 





Responsibility of Education 


to the Older Adult* 


Lp and middle aged people do not 
have problems of employment, 
recognition, independence, security and 
isolation because they are uneducated, 
stupid or inept. They have these prob- 
lems because of physiological changes 
and the culture in which they live. This 
culture is based, in part, on mortality 
experiences and on physiological stereo- 
types that are no longer tenable. 
Genius or dullard, handicapped or 
dynamo of energy, any middle or older 
aged person may feel the weight of tradi- 
tions, customs, and even prejudices that 
discriminate against him. Scarcity of 
employment opportunities, the estab- 
lishment of compulsory retirement ages 
regardless of conditions or abilities, and 
subtle attitude changes in the home, in 
the club, or in the neighborhood are 
clear evidences that the culture of the 
present is not adjusted to the best inter- 
ests or fundamental needs of people once 
they have reached or passed middle age. 
Historically, our culture has been ad- 
justed to the interests, abilities, and 
needs of youth. The reasons are not too 
difficult to find. In past years, not enough 


Thomas A. Van Santt 


people survived to middle and old age 
to make a place for themselves in the 
currents of the developing culture. It 
has been within the last hundred years 
that life expectancy has been pushed 
dramatically and significantly into the 
uncharted later years. The size of the 
problem alone, with 10,000,000 men and 
women over 65 in our country’s popula- 
tion, presents an imperative for intelli- 
gent action. Yet, in spite of swollen pro- 
portions, no ready and easy answers 
have developed. Not only is our culture 
unprepared for the presence of un- 
precedented numbers of middle and 
older aged people but it is disconcerted 
to realize that the time honored con- 
cepts of doddering old age are being 
blown wide open by vigorous, active, 
demanding men and women. 

Norms which are accepted for the 
population at large are often not seen 
as applicable to the middle. and later 
years. The fact that most older people 
are not fragile or debilitated may be an 
obvious fact, but we still do not know 
how to fit them into those norms which 





*Presented at the Conference “Living in the Later 
Years,” University of Michigan Institute for Hu- 


man Adjustment, Ann Arbor, Michigan, June 28 to 


we hold true for mankind in general. 
30, 1950. 
{Director of Adult Education, Department of 


Education, Baltimore, Maryland. 
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Even the evidence that older people are 
driven by most of the same desires 
activating everyone else has had a hard 
time finding a footing in our thinking. 
Therefore, it is not strange that educa- 
tion has been slow to recognize the needs 
of the older ages, slower in attempting 
to do anything about the needs, and far 
from successful in marshalling the full 
help that is present within its techniques 
of organization, analysis, study, instruc- 
tion, or training. 

Impelled by a recognition of the sheer 
size of the older aged group, and caught 
in a sentimental stereotype of the “dear 
old folks,” many “educational” pro- 
grams have begun these activities on the 
edge of second and third class entertain- 
ment. Golden Age Clubs, The Silver 
Top Fraternity, and Groupings for the 
Mellow Years are typical of the labels 
pasted on some of the best and some of 
the lesser activities of this sort. Senti- 
mental appeal oozes from them and they 
fall easy prey to the human interest 
angle of modern journalism. Within 
short months the popularity of such ap- 
peals draws many easy converts. Yet 
we know that, desirable and appealing 
as such activities may be, the resources 
and manpower of education are needed 
elsewhere. 

Just as lamentable, at times, have been 
other more serious educational efforts 
designed for older groups. Some have 
almost reached the ludicrous heights of 
training displaced office workers how to 
use tools and displaced carpenters and 
machinists how to do office work. Even 
when the design has not been vocational, 
serious mistakes have been made in 
teaching older people hobbies they can- 
not follow because of the prohibitive 
costs of tools and materials. 

By and large educators do not know 
how to help middle aged and older peo- 
ple meet the problems that come with 
age. Little is known about the psychol- 
ogy or the learning abilities of grown- 
ups in comparison to that which is 
known about children. Few efforts have 
been made to create materials specifi- 
cally suited to the needs of adults. Far 
too little attention has been centered on 
their environmental needs in a learning 
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situation. Education for adults has and 
to a large extent still exists as a second 
chance for them to pick up things they 
missed for various reasons earlier in life. 

Of course, this does not add up to 
any reasonable kind of educational pro- 
gram. Yet, with few exceptions, adult 
education has been and ‘is constructed 
on such insecure foundations. Credit 
requirements for matriculation or ac- 
ceptance into a lower school, sequence 
of courses, standardized time require- 
ments, textbook centered courses or 
syllabus ridden classes, fragmented pres- 
entations, formal examinations, grades, 
and reports, in fact, all of the adminis- 
trative paraphernalia and formalism of 
school life linger on in the “second 
chance” or the extension services of pub- 
lic schools, business colleges, and uni- 
versity extension centers. Where lead- 
ers have been strong enough to break 
with such restrictions, adult education 
programs have frequently grown with 
a new vitality and promise. 

Among the critical factors for edu- 
cators of adults to consider are the emo- 
tional pressures that exist on every side. 
For example, older aged groups have 
some of the characteristics and many of 
the needs of minority groups. They find 
it difficult to secure and often to keep 
employment. They find trouble in gain- 
ing the attention of a general audience. 
They find themselves in the position of 
recipients who are supposed to be grate- 
ful for what they get whether they like 
it or not. They are treated as people who 
are to accept decisions rather than make 
them. At the top level they secure 
sympathy and at the lowest level they 
are ignored. Indeed, old people are 
rarely accepted in terms of their indi- 
vidual worth. 

Any rapid review of experiences 
gained so far in programs for older peo- 
ple shows additional dangers that are 
recognized but only superficially com- 
prehended. To what extent do old people 
look for and fall easy prey to paternal- 
istic services? Does the attendant de- 
pendency that grows under such condi- 
tions help or hinder the individual? Do 
such conditions, plus a vague realiza- 
tion of minority status, tend to make 
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older aged groups ready to follow any 
leader with a plausible promise of “‘bet- 
ter days?” What is the temptation to 
freeze designs when some bright pro- 
grams click with older aged groups? 
Are social and educational pressures for 
programs for old aged groups growing 
so rapidly that the little research that is 
being conducted may find itself com- 
partmentalized, specialized and lost to 
practical educators ? Will old people be- 
come so quickly conscious of the poten- 
tialities of their organized political 
powers that they will begin demanding 
concessions and services long before any 
studied approach to their real problems 
can be made? 

Educators today tend to think of the 
factors involved and the resources at 
hand before they commit themselves too 
deeply. To the extent that this will lead 
to a careful study of the value of dif- 
ferent kinds of programs, of different 
aspects and depth of needs, and of pos- 
sible use of different instruction tech- 
niques, this caution is good. Educators 
have also found the strength to be de- 
rived from consultation and cooperative 
work with others, such as the older peo- 
ple themselves, and doctors, sociai scien- 
tists, and other community leaders. It 
is becoming increasingly obvious that 
education for older aged groups cannot 
become isolated as some special program 
designed to be administered after the 
impact of the later years strikes the in- 
dividual. Education for the later years 
must become part of the entire fabric of 
education. For the immediate present, 
there is no more important step than for 
educators to encourage the formation of 
research teams of cultural anthropolo- 
gists, historians, psychologists, econ- 
omists, and educators to work out the 
dimensions of the problem. Only in this 
way can the grand resources of all edu- 
cation be brought to bear upon the many 
distinct facets of the problem at the cor- 
rect age levels and at the most significant 
points in our culture. 

No matter how old a person becomes, 
if education, conceived of as an organ- 
ized, deliberate and continuing learning 
situation, has become a functioning part 
of life then life can become richer and 


fuller. Likewise, an education which is 
formless and directionless, or which is 
detached from reality and formalized 
and routinized is just as ineffectual for 
adult groups as we have found it to be 
for children. 

While it would be difficult for adult 
educators to tell individuals of advanced 
years what specific programs of study 
or training would be good for them, it 
would not be wrong to offer, on a volun- 
tary basis, courses and programs de- 
signed for older aged groups. There is 
an ever increasing body of helpful in- 
formation about living through the older 
years that could be presented to any in- 
terested group. Educators have a re- 
sponsibility to organize this material 
into understandable, pertinent units 
which can be studied with profit by all 
adults. Further, educators can success- 
fully teach, within known limits, any 
adult group how to use tools for voca- 
tional and for art and craft work. Here, 
too, they have a responsibility to help 
older adults where they need and re- 
quest help. Whenever possible, such 
services should be presented through 
skilled and experienced counselors. 

In conclusion, adult educators cannot 
solve the problems of middle and older 
years of life. They can, however, work 
with other social scientists toward a 
clearer understanding of the origin and 
the dimensions of the problems of these 
people. Studies, for example, which 
show: (1) the existing needs and ex- 
pressed interests of older adults; (2) 
social, economic, political, psychological 
and physiological causes for these ; and 
(3) the possibilities of educational pro- 
grams for older groups in terms of ex- 
isting materials, available leaders, and 
successful teaching techniques. Having 
achieved this, adult educators can 
recommend pertinent changes in educa- 
tional programs ranging from the 
nursery school through university ex- 
tension programs. Then, together with 
other community groups and agencies, 
they can plan with the adults concerned 
specific programs which will give in- 
formation, knowledge, skills, and even 
attitudes which will help them live 
richer and happier lives. 











A Classified Bibliography of 


Gerontology and Geriatrics 


Nathan W. Shock, M.D., 1951, Stanford, 

California: Stanford University Press. 599 

pages. $15.00. 
This comprehensive bibliography, prepared 
by Dr. Nathan Shock, Chief of the Section 
on Gerontology, U. S. Public Health Service, 
will be welcomed by every worker in the field 
of gerontology. Research men, groping for 
reference material through a vast but hither- 
to uncharted sea of literature, practitioners 
wishing to confirm a point of diagnosis, 
nurses, social workers, medical writers and 
editors, will find this an indispensable hand- 
book. 

The volume resembles a thesaurus in format 
—there is little that cannot be found quickly, 
by subject or author. The larger divisions of 
the book include sections on orientation in 
gerontology, biology of aging, organ systems, 
geriatrics, psychological processes, social and 
economic aspects, miscellaneous references, 
abbreviations of journals cited, index of 
authors and index of subjects. Most of these 
are divided and subdivided in turn into specific 
subjects. 

The bibliography was first assembled as 
part of a report made by Dr. Shock for Stan- 
ford University on the current activities in 
the field of aging and recommendations of 
needs in the field. Grants for the original re- 
search and for the publication of the book 
were supplied by the Forest Park Foundation 
of Peoria, Illinois. Final checking and prep- 
aration of the manuscript was carried on as 
one of the research activities of the Section 
on Gerontology, National Heart Institute, 
National Institutes of Health of the U. S. 
Public Health Service, Bethesda, Maryland, 
and the Baltimore City Hospitals, oe 
Maryland. ie We PY 
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Selected Studies on Arteriosclerosis 


Rudolph Altschul, M.D., 1950. Springfield : 
Charles C. Thomas Company. 182 pages. 
$5.50. 
This book is a collection of various studies on 
some aspects of human and of experimental 
arteriosclerosis. It deals mainly with an 
analysis of cellular pathology in the various 
types of arteriosclerosis. 

It is not a primer on arteriosclerosis and 
would not be of great interest to physicians 
engaged in clinical practice. It should, how- 
ever, appeal to teachers of clinical medicine 
and research workers concerned with the 
study of peripheral vascular disorders. 

TuHoMAS ZISKIN, M.D. 
Minneapolis, Minnesota 








Book Reviews 


Old Age: Some Practical Points in 
Geriatrics and Gerontology 


Trevor H. Howell, M.R.C.P. Ed., second 

edition, 1950. London: H. K. Lewis & Co. 

104 pages. 
The book is founded mainly on observations 
made by the author on pensioners in the Royal 
Hospital, Chelsea. He takes us with him into 
the institution, from room to room, and espe- 
cially from bedside to bedside. We see some- 
thing of the autopsy room, pharmacy and 
recreation halls, but less of the laboratory, diet 
kitchen and research library. We work with 
him as he works with his patients, he shows 
us the practical methods he uses, his favorite 
remedies, prescriptions and techniques. 

The subtitle of his book promises “some 
practical points in geriatrics and geron- 
tology.” There are careful statistical rec- 
ord of symptoms, tests and measurements of 
the several hundred guests of his institution. 
These are valuable specific data, valid for the 
group and method. Certain topics seem 
neglected, however, as evidenced by the omis- 
sion of certain common words in the index, 
such as vitamins, diet, endocrines, nutrition, 
aureomycin, and A.C.T.H 

Howell presents the contrast between the 
Chelsea pensioners: with their light active 
duties, their own “bunks,” a plot of ground 
for their garden and all around rehabilitation 
service with the old people at some other pub- 
lic assistance institutions. His chapter on 
“Care, Comfort and Management” is good, 
although his first reliance in constipation 
seems to be “liquid paraffin.” 

He reports on the use of alcohol and be- 
lieves that older people prefer drugs in liquid 
form. The variability of normal temperatures 
in old age puzzle him. He studies pulse rates 
and feels that we have neglected it, yet he 
misses the significance of pulse acceleration on 
rising to the standing position. 

There is a useful discussion on fibrositis. 
He injects procaine, as we do, with good re- 
sults. For this condition he does not mention 
chrysotherapy but he does use inunctions of 
‘adrenalin, ephedrine, or belladonna and gives 
detailed prescriptions. 

For rheumatoid arthritis be believes that 
“The injection of procaine lactic acid into the 
joints is one of the real advances in the treat- 
ment of chronic arthritis.” He cites cases and 
gives detailed techniques for joint injections. 

Howell calls attention to the fact that an 
old person may have six or seven lesions re- 
corded in the postmortem .book. There is a 
brief, but useful, six-page chapter on ‘“Re- 
habilitation.” 


C. Warp Crampton, M.D. 
New York City, New York 
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Cardiac Problems of Geriatrics. 


A. D. CLoyp, M.D., Nebr. S. M. Jour. 35: 

256-258, 1950. 

Cardiac disorders in the aged should not be 
neglected because the patient is old and 
only partial success in treatment can be ex- 
pected. Even a year or two added to life is 
worthwhile. Cardiac pathology encountered 
in the later decades of life is in reverse 
frequency to that found in youth. The de- 
generative disease of the vascular bed is by 
far the most common group of disorders in 
the elderly cardiac patient. Congenital lesions 
are almost never present. The frequency and 
importance of infections and inflammatory 
complications, vascular, myocardial and 
valvular, are similar at all age levels. For 
instance, bacterial endocarditis is common 
in the elderly as well as in younger age 
groups. 

Necessary surgery rarely need be denied 
the elderly cardiac patient, but careful evalu- 
ation is essential. Surgical conditions with 
direct effect on the cardiac problem have an 
indirect effect in added wear and tear. Con- 
sequently surgery may be more important 
in the cardiac with less reserve, which often 
places the physician in a most difficult 
dilemma. 

The principles of treatment for the cardiac 
patient are the same regardless of age. The 
usual drugs should be used on the aged 
patient if the indications are present. A. D. 
Cloyd, M.D., has found that rapid digitali- 
zation has more disadvantages than slow 
digitalization and that the immediate effects 
desired in congestive failure can be better 
obtained by other aids. In this respect the 
mercurials have been lifesavers in promptly 
lessening excessive fluid loads. 


Some Problems of Geriatric Anesthesia. 


Francis F. Foipes, M.D., Anesthesiol. 11: 


734-744, 1950. 

Systematic study of geriatric anesthesia must 
be based on three fundamental principles : 
(1) that senescence is a physiologic entity 
and not a pathologic state, (2) that disease 
in senescence is complicated by degenera- 
tion, and (3) that physiologic and not the 
chronologic age should be considered in the 
treatment of the aged. If altered physiologic 
reactivity to disease and drugs is kept in 
mind the surgical risk is little more than for 
younger patients. 

Anemia, dehydration, and vitamin or min- 
eral deficiency should be corrected preoper- 
atively. Measures should be taken to reduce 
peripheral edema, and to remove fluid in the 
peritoneal cavities. When cardiac reserve is 
low, or in the presence of congestive heart 
failure, digitalization is advisable. 

’ Selection of the anesthetic agent and regu- 
lation of dosage require great care. Pre- 
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medication is given in a half to two-thirds 
the ordinary amount for adults. Because of 
slow absorption, Francis M. Foldes, M.D., 
advises administration of the drug earlier 
than usual, or by vein. 

If the patient has severe cerebral arterio- 
sclerosis, or is mentally confused, paralde- 
hyde, chloral hydrate, and tincture of opium 
are used instead of barbiturates and scopola- 
mine. 

Regional anesthesia interferes least with 
organic functions. Bilateral intercostal block 
may provide sufficient relaxation for major 
abdominal procedures. Spinal anesthesia is 
safe if kept below the ninth or tenth thorac- 
ic segment, and may even improve diuresis 
and circulation. Caudal anesthesia is em- 
ployed for rectal or urogenital surgery. Re- 
frigeration anesthesia is satisfactory for 
amputation of a lower extremity. 

When possible general anesthesia is un- 
dertaken with nitrous oxide and oxygen. 
Cyclopropane tends to incite arrhythmia 
and hypertension followed by hypotension. 
This hazard may be lessened by intravenous 
procaine. Except with severe kidney or liver 
disease ether is employed for good relaxation 
with the highest possible oxygen concentra- 
tion. Digitalis should be given before anes- 
thesia if the myocardium is damaged. 

If pentathol sodium is used supplemental 
nitrous oxide and oxygen should be given 
to control pain, or pentathol should be used 
with a drug such as d-tubocurarine chloride 
or decamethonium bromide for good muscu- 
lar relaxation. 

Induction of general anesthesia should be 
smooth, and both depth and duration kept 
to a minimum. Open and semi-open systems 
are preferred. If a closed system is essential 
to-and-fro absorption is better than circle 
filters. 

As anesthesia terminates the lungs should 
be filled with air. Deep breathing is en- 
couraged and peripheral alveoli is expanded 
with blow bottles. Obstructive bronchial se- 
cretions may be removed with a woven silk 
catheter. Risk of pulmonary infection and 
embolism is decreased by penicillin prophy- 
laxis, preoperative ligation of the femoral 
vein or postoperative heparinization, and 
early activity. 


Diagnostic and Therapeutic Aspects of 
Multiple Myeloma. 


Louts R. Limarzi, M.D., M. Clin. N. 
ca 35:189-226, 1951. 

An elderly white man with refractory ane- 

mia who complains of weakness and bone 

pain, especially lumbar backache, should be 

examined for multiple myeloma. 
Manifestations are generally due to de- 

structive skeletal tumors. Vertebrae and ribs 

(Continued on page 206) 
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. of reflex spasm 

a You may provide prompt relief for many 

1. . . 

a of your patients suffering from hemiplegia, 

1. Parkinsonism, low back pain and other 

. neuromuscular disturbances by prescribing 

n Oranixon ‘Organon’—the first Council- 

: accepted brand of mephenesin. Try 
Oranixon for some of your patients 

whose outlook seems hopeless—patients 

d whose mentality and motor functions 

F are “imprisoned” by their reflexes. 


You'll find that Oranixon has the unusual 
action of quieting overactive reflex motor 
centers without interfering with voluntary 
actions or normal reflexes. You can 
usually relax spasm and rigidity within 

a few days by prescribing 3 to 5 grams 

of Oranixon per day. Oranixon is available 
in 250-mg and 500-mg oral tablets and 

in an elixir containing 400 mg of 





mephenesin per teaspoonful. 


Organon INC. ¢ ORANGE, N. J. 


ORANIXON 


T.M.—ORANIXON 


G) Organon 
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GERIATRICS zn the NEWS 


All announcements and news relating to geriatric medicine and 
research should be directed to GERIATRICS, Editorial De- 
partment, 84 South Tenth Street, Minneapolis 2, Minnesota. 





Michigan Conference on Aging 

The University of Michigan will hold its 
fourth annual conference on aging at Ann 
Arbor, July 11 to 13. Rehabilitation of the 
older handicapped person will be the topic 
of the conference, with special emphasis 
upon the theme that “All Are Needed.” 
American and foreign authorities will be 
available to discuss the questions raised by 
the working conference. Exhibits on the 
preventive and restorative phases of re- 
habilitation are planned. The conference is 
under the co-sponsorship of the Institute 
for Human Adjustment, School of Med- 
icine, School of Public Health and Exten- 
sion Service of the University of Michigan, 
the Office of Vocational Rehabilitation of 
the Federal Security Agency, and the Mich- 
igan Department of Vocational Rehabili- 
tation. 

Room reservations should be made by writ- 
ing directly to the Michigan Union, Ann 
Arbor. For further information regarding 
the conference write to Dr. Wilma Dona- 
hue, Institute for Human Adjustment, 
Room 1510, Rackham Building, Ann 


Arbor, Michigan. 


Workshop on Gerontology 


An Adult Education Workshop on Geron- 
tology will be offered July 16 to 28 asa 
part of the summer-school program given 
at Chautauqua, N. Y., by the School of 
Education of New York University. The 
co-educators of the workshop will be Pro- 
fessor John Carr Duff of New York Uni- 
versity and Dr. Wilma Donahue of the 
University of Michigan. Consultants in- 
clude Dr. Karl Menninger of Topeka, 
Kansas; Dr. Clark Tibbitts of the Fed- 
eral Security Agency, Washington, D. C., 
and Mrs. Henrietta Rabe, of the State 
Education Department, Albany, N. Y. 
The gerontology workshop is a graduate- 
level course, carrying three points of credit 
toward a master’s or doctorate degree. 
For additional information write to Pro- 
fessor John Carr Duff, Chairman, Depart- 
ment of Adult Education, New York Uni- 
versity, New York 3, N. Y. 


e 
University Courses 
.““Making the Most of Maturity,” a new Uni- 


versity of Chicago course, is open only to 
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people between the ages of 55 and 60. The 
low quarterly fee of the course, made pos- 
sible by a grant from the U. S. Public 
Health Service, includes a complete med- 
ical examination. The course includes 
such topics as physical and psychological 
changes, maintenance of health, family ad- 
justments, attitudes about employment and 
retirement. 
The course will be given on a full-time, five- 
day a week basis, July 9 through August 3. 
The fee will be $75. Living quarters for 
out-of-town participants are available at a 
moderate charge in University residence 
halls. Interested persons should write to 
Mrs. Mary Hollis Little, Executive Secre- 
tary, Making the Most of Maturity, Uni- 
versity of Chicago, Chicago 37, Illinois. 
° 
“Life After Forty” is offered by the Uni- 
versity of Cincinnati in its evening col- 
lege. The course consists of eight lecture- 
discussions on various aspects of maturity. 
® 
Geriatrics Course in Mexico City 
A course of fifty classes in geriatrics is be- 
ing offered at the National Faculty of Med- 
icine of the National University of Mexico 
in Mexico City. The course, which started 
on April 7 and which will run to November 
24, is under the direction of Dr. Manuel 
Payno, Jr., president of the Mexican Ger- 
iatric Society and Dr. Jose Castro Villa- 
grana, director of the school of medicine. 
The Mexican Geriatric Society (Sociedad 
Mexicana de Geriatria) was founded De- 
cember 22, 1950. 
e 
Chronic Illness 
A special study of chronic disease prev- 
alence was launched March 14, accord- 
ing to the national Commission on 
Chronic Illness. A grant of $60,000 was 
made by the Commonwealth Fund to the 
Hunterdon County (New Jersey) Medical 
Center for a study of the incidence of dis- 
abling chronic illness in the rural popula- 
tion. The study will be based on plans 
developed by the commission and will be 
carried out by the Hunterdon Medical 
Center under the direction of Dr. Ray E. 
Trussell. 
(Continued on page 204) 
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THIS IS NOT OUR 
QUESTION, DOCTOR! 


It is the title of a four-page article in a recent 
issue of the Saturday Evening Post, which was 
read by many of your patients. 


The experiments cited are provocative and 
may prove extremely valuable to medicine. 
The article deals primarily with the recent 
studies identifying not simple hypercholestero- 
lemia but abnormally large cholesterol-fat- 
protein molecules in the blood stream with the 
development of atherosclerosis; and pre- 
vention of atherosclerosis, (by reduction of 
these great particles rather than reduction of 
cholesterol content per se). 


However questionable the value of presenting 
experimental studies to lay readers may be, 
your coronary patients and many others over 


Are You Eating 
Your Way to 





forty are sure to ask you questions about it. A 
concise summary of the original experimental 
work and a handy table of high-cholesterol 
foods and their low-cholesterol substitutes, is 
available. This may prove useful in correcting 
any misconceptions your patients may have 
gained from their reading. 





SHERMAN LABORATORIES, 

DETROIT 15, MICHIGAN. 

Send the material described above. Also, 
literature on your lipotropic vitamin prod- 


uct GERICAPS, indicated in faulty metab- 
olism of cholesterol and fat. 


....M.D. 
.... Street 


City Zone State 
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HEN the older patient 
will not, or cannot, 
drink milk, let the 
magic of rennet powder 
or tablets transform it 
into deliciously flavored, tasty, 
easily digested rennet desserts — 

and watch the red light of milk 

refusal quickly change to the green 

light of eager acceptance! The tempting, 
nutritious goodness of these uncooked 
custard-like milk desserts not only provides a 
welcome variety of color, flavor and texture 
to tempt the appetites of geriatric patients 
... but lessens the burden of aging 


e 


gastro-intestinal systems . . . and is 
particularly relished by the edentulous. 


Make Rennet Desserts with either: 


“Junket” Brand Rennet Powder 





— already sweetened, in six popular flavors. 
“‘Junket” Brand Rennet Tablets 


— unsweetened, unflavored. 


““JUNKET” BRAND FOODS 
DIVISION 


Chr. Hansen’s Laboratory, Inc. 


LITTLE FALLS, N.Y. 


“JUNKET” is the trade-mark 
of Chr. Hansen’s Labora- 
tory, Inc. for its rennet and 
other food products, and is 
registered in the United 
States and Canada. 
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Geriatrics In THe News 
(Continued from page 202) 

A Back Consultation Service has been 
established at the New York University- 
Bellevue Medical Center as one of the spe- 
cial departments of the Center’s Institute 
of Physical Medicine and Rehabilitation. A 
team of specialists including an orthopedic 
surgeon, a neuro surgeon, neurologist, two 
specialists in physical medicine and a 
psychologist will participate in the evalua- 


tion of patients. 
e 


Gastroenterological Association 

Award Contest 
The National Gastroenterological Asso- 
ciation announces its annual cash prize 
contest for the best unpublished contribu- 
tion on gastroenterology or allied sub- 
jects. Contestants must be members of 
The American Medical Association or a 
similar organization in their own coun- 
try. All entries for the 1951 prize should 
be limited to 5,000 words, be typewritten 
in English, prepared in manuscript form, 
submitted in five copies accompanied by 
an entry letter and must be received not 
later than June 1. Entries should be ad- 
dressed to the National Gastroenter- 
ological Association, 1819 Broadway, New 
York 23, N. Y. 
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“AMERICAN” 


NICKEL-PLATED ECONOMY MODEL 
FOLDING WHEEL CHAIRS 


HAVE ALL THE FEATURES TO HELP 
THE GENERAL PRACTITIONER SATISFY 
THE NEEDS OF OLDER PATIENTS 


e@SAFETY eCOMFORT 
@ECONOMY eSTYLE 
eBEAUTY e CONVENIENCE 


THIS BRIGHT NICKEL FOLDING 
WHEEL CHAIR CAN HARDLY 










HIGHER PRICED CHROME 
MODELS. MANY FEATURES: 
Aluminum footrest, skirt guards, 
chrome plated wheels, casters, 
ball-bearing wheels, semi and 
full reclining backs. Seat and 
back built to patient's exact FIFTH AVE. 200 
height and width requirements Width overall open 24" 
...very many other features, Folds to 10°, Wt. 35 Ibs. 


Fifth Ave. 100 same as illustrated except large wheels in 
rear, small in front. 
Doctors are invited to write to Dept. 710, for location of dea'er nearest you 


“American” is headquarters for chrome folding wheel chairs, 
upholstered de luxe wheel chairs, commodes, walkers, electric 
wheel chairs. 


AMERICAN WHEEL CHAIR COMPANY, Inc. 


3451 WEST FIFTH AVENUE CHICAGO 24, ILL. 
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Complete Protein... 
: THE KIND SUPPLIED BY MEAT... 


: and the Dietary Regimen in Arterial Hypertension 


Contrary to the former traditional practice of restricting dietary protein, espe- 
cially meat protein, in arterial hypertension, it is now recognized that adequate 
amounts of complete protein are needed by the hypertensive patient. The 
patient with hypertension, in common with normal individuals, should receive 
the usual allotment of protein, 60 to 70 grams per day.! This protein intake 
promotes a sense of well-being. 


The previous belief that the high specific dynamic action of protein imposes 
excessive demands on the heart of the hypertensive patient has also been dis- 
credited clinically. Curtailment of the protein intake below that needed for 
metabolic requirements depletes body protein reserves, leads to excessive 
weakness, interferes with many immunologic reactions, and often is a factor 
in anemia or in its intensification.2 Rather than an indication for restricting 
protein, albuminuria in hypertensive disease is an indication for determining 
whether the patient's protein intake should be increased to compensate for 
urinary losses. 


In hypertension, the aim of the diet is to provide optimal amounts of pro- 


5 tein, vitamins and minerals and to maintain the hypertensive patient at normal 

weight. By increasing the work of the already overburdened heart, obesity 
L renders the patient more vulnerable to the hazards of hypertension. When 
| weight reduction is indicated, lean meat may well be the mainstay of the 
‘ dietary regimen. For patients requiring restriction of sodium, only unsalted 


meats should be used. 


Furnishing large amounts of biologically complete protein, muscle meat can 
‘ contribute valuably to the protein requirements of the hypertensive patient. 
But meat represents much more than just an excellent protein food. It also 
provides valuable amounts of iron and the B complex vitamins, including 
niacin, pyridoxine, riboflavin, thiamine, and the newly discovered vitamin B,. 


(1) Mann, Sie. V., and Stare, F. J.: Nutritional Needs im Illness and Disease, J.A.M.A. 142:409 


y (Feb. 11) 1 
(2) Stieglitz, E. J.: Hypertensive Arterial Disease and Hypotension, o ter 30, Geriatric 
Motrin, The Care of the Aging and the Aged, 2nd ed., Philadelphia, W. B. Saunders Com- 
pany, 1949. 
0 The Seal of Acceptance denotes that the nutri- SE 
." tional statements made in this advertisement | Tomer onl 
° oy Fa) FOo0S Awo [ES 
bs. are acceptable to the Council on Foods and “Ny: 
Nutrition of the American Medical Association. acoA 
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Multiple Vitamin 


Deficiencies 


“. . . Deficiency diseases clinically evi- 
dent are usually associated with addi- 
tional tissue deficiencies of nutrients 
not yet clinically manifest.” (Jolliffe, 
Tisdall & Cannon: Clinical Nutrition, 
New York, Hoeber, 1950, p. 633-634.) 


THER AG RAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


supplies all of the vitamins indicated 
in mixed vitamin therapy in the clini- 
cally proved, truly therapeutic “practi- 
cal formula’”’* recommended by Jolliffe. 


Each Theragran Capsule 
gives your patient: 
Vitamin A ...... 25,000 U.S.P. units 
Vitamin D ........ 1,000°U.S.P. units 
Thiamine hydrochloride ....10 mg. 
Riboflavin 
Niacinamide 
Ascorbic acid ............... 

Bottles of 30, 100, and 1000 


* Thiamine content raised to 10 mg. 


for true vitamin therapy... 


specify THERAGRAN® 
SQUIBB 





Dicests From CuRRENT LITERATURE 
(Continued from page 200) 

are often fractured or crushed, with com- 
pression of the spinal cord and nerve roots. 
Other areas such as the kidneys may be 
involved, and no symptoms are absolutely 
pathognomic. Myeloma is frequently mis- 
taken for lumbago, rheumatoid arthritis, 
neuralgia, Paget’s disease, tabes dorsalis, 
nephritis, pernicious anemia, leukemia, 
pleurisy, or hyperparathyroidism, as well as 
metastatic cancer. 

In diagnosis, Louis R. Limarzi, M.D., re- 
lies heavily on roentgenography and aspira- 
tion of sternal marrow. Although no cura- 
tive treatment is known, pain is reduced by 
irradiation and drugs such as urethane. 

In a series of 75 cases, there were 50 men, 
including 2 Negroes, and 25 women. Age 
at the first examination was 40 to 74 years, 
and symptoms had continued several inonths 
to several years. 

Dark red gelatinous tumors that cut 
easily and bleed freely are commonly seen 
in the skull, ribs, sternum, spine, pelvis, or 
extremities, particularly near the shoulder 
and pelvic girdle. Small tender lumps may 
appear. 

Vertebrae and other bones are broken or 
crushed in more than 60 per cent of cases, 
often by a fall, the strain of lifting, or even 
slight pressure. Skeletal deformity, espe- 
cially kyphosis, may increase susceptibility 
to infection. 

The spinal cord and nerve roots may be 
compressed at any level. Slight to agoniz- 
ing pain is felt in more than 80 per cent of 
cases and may be associated with gradual 
onset of flaccid or spastic paraplegia or 
quadriplegia and loss of bowel and bladder 
control. 

Roentgenograms show typical bone le- 
sions, usually rounded, sharply demarcated, 
punched-out areas ranging from pea _ to 
orange size. Less often, diffuse mottling or 
flea-bitten patches of rarefaction are seen. 

Myeloma cells are found in peripheral 
blood, marrow, and tumor in varying con- 
centrations. The typical form is indistin- 
guishable from immature plasma cells, al- 
though mature forms can be detected. Di- 
ameter of the characteristic cell in aspirated 
marrow is generally 7 to 30 microns and the 
shape round, oval, or irregular. Cytoplasm 
stains bright blue. The nucleus is eccentric 
and has a large, well defined nucleolus. 

Blood may also contain immature red and 
white cells. Even with normal platelet count, 
a bleeding trend may develop. The globulin 
level is sometimes high, and hyperprotei- 
nemia may be related to great increase in 
plasma viscosity and sedimentation rate. Red 
cells then form rouleaux, and clumping of 
corpuscles by their own serum may inter- 
fere with cross matching. 

Bence-Jones proteinuria is observed in 65 
per cent of instances and may be early or 
late, constant or intermittent. Casts of the 
unnatural protein sometimes obstruct large 
numbers of renal tubules, causing extensive 


(Continued on page 207) 
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Dicests From CurrENT LITERATURE 
(Continued from page 206) 

cortical atrophy. Nephritis may be the most 
serious effect of disease, and many cases 
terminate with renal failure. Kidneys are 
also damaged when circulation is impeded 
by viscous blood. Nonprotein nitrogen may 
be greatly increased, but hypertension is 
unusual. 

A complete roentgen examination should 
be done, particularly of the skull. The blood 
is analyzed in stained or unstained smears 
and by other laboratory procedures. Urine 
is tested for Bence-Jones protein. If mye- 
loma cells are not discovered in aspirated 
sternal marrow, samples are taken repeated- 
ly from the spinous process, iliac crest, or 
ribs. Biopsy may be performed on an ac- 
cessible lesion. 


Therapeutic Pneumothorax in Middle- 
Aged and Elderly Tubercular Patients. 


GABRIELE BoNnpir and GerorGE C. LEINER, 

Amer. Rev. T. B. 63 :325-331, 1951. 
Ineffective pneumothorax should be aban- 
doned immediately in patients over 50. In 
patients with good collapse and sputum con- 
version, the long-term results appear to be 
as satisfactory as in younger individuals 

During the years 1939 to 1945 at the 
Montefiore Hospital and Sanatorium, New 
York, pneumothorax was induced in 20 
patients, 50 to 64 years of age, with pul- 
monary tuberculosis. In 3 patients this 
therapy had to be abandoned immediately ; 
the remaining 17 form the basis of this 
study by Gabriele Bondi and George C. 
Leiner. 

The disease was moderately advanced in 
3 cases and far advanced in 14. Severe as- 
sociated diseases were present in 11 cases, 
10 of which were diabetes mellitus. Five of 
the latter patients had an additional compl:- 
cating disease. 

In 7 of the 17 patients sputum conversion 
was achieved, but in only 5 could this re- 
sult be attributed to pneumothorax treat- 
ment. Five patients were discharged with 
sputum containing tubercle bacilli, 5 of 
whom died at the hospital, 4 were attrib- 
utable to pneumothorax complications, in- 
cluding one death each from air embolism, 
bronchopleural fistula with tension pneu- 
mothorax, unexpandable lung with respira- 
tory failure, and bronchopleural fistula with 
mixed pyogenic bacterial empyema. 

Only one patient had pneumothorax more 
than the period of three years which. is 
usually considered necessary. Pneumothorax 
had to be abandoned for the following rea- 
sons: adhesions which could not be severed 
in 6 patients; pleural effusions in 4; bron- 
chopleural fistulas in 2; and increase in 
cavity size in 1 patient. However, these pa- 
tients were treated before effective chemo- 
therapy was available. 

Patients discharged as arrested or quies- 
cent tended to maintain the same status dur- 
ing the follow-up period. 





Multiple Vitamin 
Therapy 


- Patients fare much better when 
{the deficiencies] are treated simul- 
taneously. ... Convalescence is delayed 
when one gives only one vitamin at a 
time...” (Spies & Butt in Duncan, G. 
G.: Diseases of Metabolism, ed. 2, 
Philadelphia, Saunders, 1947, p. 504.) 
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Hydrochloric Acid Replacement Therapy 


Acitamin is an effective means of increasing the acidity of the gastric 
contents in hypochlorhydria and achlorhydria. It is especially valuable in 
achylia gastrica whether the condition is secondary to pernicious anemia, 
gastric carcinoma, chronic gastritis or is idiopathic. Acitamin is especially 
applicable in the aging patient. 





Acitamin contains glutamic acid hydrochloride, which releases free 
hydrochloric acid in the stomach. Each capsule furnishes the equivalent of 
approximately 10 minims of dilute HCl. Since it is supplied in capsule form, 
Acitamin overcomes all the disadvantages of dilute hydrochloric acid. 

Acitamin also provides thiamine, riboflavin, and niacinamide to aid in pre- 
venting B-complex deficiencies, which frequently complicate achlorhydria. 
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Bristol, Tenn.-Va. 
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Each Acitamin capsule contains: 


Glutamic acid hydrochloride. ...0.3 Gm. 
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Significance of Dietary Cholesterol 











in Coronary Arteriosclerosis’ 
Alfred Steiner, M.D., MED.SC.D.t 


HE EMPHASIS on the significance of cholesterol in the development of 

arteriosclerosis results from the following observations: (1) Windaus' 

in 1910 showed by chemical analysis that the arteriosclerotic plaque 
in human beings was made up largely of cholesterol and cholesterol esters ; 
(2) Anitschkoff* in 1913 produced lesions resembling human arteriosclerosis 
in the rabbit, an herbivorous animal, as a result of hypercholesterolemia sec- 
ondary to a high cholesterol diet. Recent studies** from our laboratory have 
demonstrated that arterial lesions in dogs, similar in distribution and micro- 
scopic appearance to human arteriosclerosis, resulted from prolonged hyper- 
cholesterolemia. The arteriosclerosis in dogs meets the objections that have 
been raised by many observers to comparing experimental arteriosclerosis in 
rabbits to human arteriosclerosis; and (3) certain disease states—namely, 
poorly controlled diabetes, myxedema, glomerulonephritis, xanthomatosis,— 
that have premature and widespread arteriosclerosis are frequently attended 
by an increase of serum cholesterol. 

For these reasons, our approach to the problem of arteriosclerosis from a 
clinical standpoint has been focussed on first, a study of serum lipids in 
patients with coronary arteriosclerosis; secondly, on the effect of diet on the 
serum cholesterol. . 

In well documented cases of coronary arteriosclerosis the results of serum 
cholesterol determinations have given inconclusive results. Several reports 
record an elevation of serum cholesterol while others do not. In our own 
studies’ frequent consecutive determinations of serum cholesterol for periods 
up to two years were made in fifteen patients with coronary arteriosclerosis 





*Read at the seventh annual meeting of the Amer- Surgeons, Columbia University. 


ican Geriatrics Society, New York City, June 2, 1950. This investigation has been aided by a grant from 
tFrom the Research Service, First (Columbia) the United States Public Health Service, and from 


Division, Goldwater Memorial Hospital and the the Albert and Mary Lasker Foundation. 
Department of Medicine, College of Physicians and 





210 GERIATRICS 


and fifteen control subjects. A total of 914 serum cholesterol determinations 
were made. The average serum cholesterol level of the individual patients 
with coronary arteriosclerosis was found to vary from 308 to 499 mg. per 
100 ce., with a mean for the group of 355 mg. per 100 cc., and the standard 
deviation for the patients 24.8. In contrast, the average serum cholesterol 
value for each of the fifteen relatively normal individuals varied from 214 to 
334 mg. per 100 cc., with a mean average of 254 mg. per 100 cc. for the 
group. The fluctuations of the serum cholesterol, as measured by the standard 
deviation, averaged 8.7 for the normal subjects, about one-third of that of 
the patients with coronary arteriosclerosis. 


ae these results are significant statistically, it was believed desir- 
able to have some cholesterol determinations on a larger group of patients ; 
for this reason a single serum cholesterol determination was made in fifty 
additional patients with coronary arteriosclerosis and fifty additional normal 
persons of the same age group. The average serum cholesterol value for the 
second group of patients with coronary arteriosclerosis was 336 mg. per 
100 ce., in contrast to 236 mg. per 100 cc. for the control subjects. These 
results confirmed the previous observations. 

Since these studies were reported, Lerman and White® found that a large 
majority of patients with coronary arteriosclerosis, especially those in the 
younger age groups, had an elevation of serum cholesterol. Boas and cowork- 
ers’ have also reported that an elevated serum cholesterol level is a frequent 
finding in patients with coronary arteriosclerosis. Furthermore, members of 
the families of these individuals have been shown to have hypercholester- 
olemia in 50 per cent of the individuals studied. 

More recently, Morrison and coworkers* found that the serum cholesterol 
level of 68 per cent of 75 patients under 60 with proved, acute, coronary 
thrombosis was increased, while 48 per cent of 125 patients over 60 with 
acute coronary occlusion also showed an elevated serum cholesterol level. 

Recent studies in our laboratory by Kendall and Davidson’ have revealed 
that the cholesterol/phospholipid ratio may be of etiological significance in 
experimental arteriosclerosis in rabbits and dogs. In addition Kellner and 
his coworkers’’ have shown that increasing the lipid phosphorus of the serum 
will prevent experimental arteriosclerosis in cholesterol fed rabbits. Also 
Ahrens and Kunkel" have suggested in a study of patients with xanthoma- 
tosis that a disturbance of this ratio may be a factor in human arteriosclero- 
sis. For this reason we are at present determining the serum cholesterol, 
serum phospholipid, and the serum cholesterol/ phospholipid molar ratio in 
patients with coronary arteriosclerosis. 


Pp RELIMINARY results of our initial studies are available on 60 patients with 
coronary arteriosclerosis, and 107 normal adults 20 to 40 years of age. The 
serum cholesterol levels of the patients with coronary arteriosclerosis varied 
from 178 to 373 mg. per cent, the mean being 262 mg. per cent. In the con- 
trol group the serum cholesterol levels fell between 144 mg. per cent and 
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297 mg. per cent with a mean of 200 mg. per cent. (Serum cholesterol was 
determined by the method of Schonheimer and Sperry’* which gives lower 
values than the Bloor method’* used in the earlier experiment. ) 

The serum lipid phosphorus (method of Fiske and Subbarrow)** of the 
patients with coronary arteriosclerosis varied from 5.3 to 17.6 mg. per cent 
with a mean of 10.7 mg. per cent. The serum lipid phosphorus of the control 
group was lower and varied from 6.7 to 12.0 mg. per cent with a mean of 
9.2 mg. per cent. 

The cholesterol/phospholipid molar ratios computed from the above in 
the patients with coronary arteriosclerosis varied from 1.56 to 2.84 with a 
mean of 1.96. In contrast in the control subjects the cholesterol/ phospholipid 
molar ratio fell between 1.03 and 2.09 with a mean of 1.74. 

The above data indicate that in addition to the increase in serum cho- 
lesterol occurring in the majority of patients with coronary arteriosclerosis, 
there is also an increase in the serum lipid phosphorus. However, the latter 
increase is not proportional to the increase in serum cholesterol with the 
result that the normal cholesterol lipid phosphorus ratio is not maintained. 
The disturbance of the normal cholesterol/lipid phosphorus ratio may be as 
important an etiological factor in the production of arteriosclerosis as the 
absolute level of cholesterol in the blood because recent studies have indi- 
cated that the lipid phosphorus is responsible for maintaining cholesterol in 
solution in the serum. Further studies of this problem are in progress. 


— recent studies have indicated further that cholesterol and abnormali- 
ties in its metabolism play an important role in the pathogenesis of artesio- 
sclerosis, renewed interest in the significance of dietary cholesterol has been 
manifest. Leary'’ and more recently Dock’® have advocated the restriction 
of dietary cholesterol so as to prevent or retard the development of arterio- 
sclerosis. Their evidence is based chiefly on the experimental arteriosclerosis 
produced by excess feeding of cholesterol. However, there is additional data 
suggesting that diet has an important bearing on the development of arterio- 
sclerosis. In parts of the world where poor nutrition obtains, a low incidence 
of arteriosclerosis has been reported. In China, Oppenheim"? and Snapper" 
observed little arteriosclerosis even in persons dying at an advanced age. 

In Okinawa, Steiner,’® in a recent article on 100 autopsies in all age groups, 
found only seven instances of minimal arteriosclerosis of the aorta and no 
coronary arteriosclerosis. Wilens*”’ has recorded similar findings from Costa 
Rica. The diet in these countries is characteristically low in cholesterol, pro- 
tein and calories, and is made up chiefly of carbohydrates of vegetable origin. 
A recent report from Finland states that deaths due to coronary arterio- 
sclerosis were reduced by more than 50 per cent during the war years 1940 
to 1946. The diet during this period was especially low in fats and calories. 

The tendency for obese individuals to succumb more commonly to 
sequalae of arteriosclerosis, such as coronary or cerebral occlusions, has 
been noted by analysis of statistics by life insurance companies. Wilens*' has 
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also pointed out that obesity favors the presence of advanced arteriosclerosis 
as indicated in a study of 1250 necropsies at Bellevue Hospital. French and 
Dock™ stated that 73 of 80 young soldiers dying of coronary arteriosclerosis 
had some degree of obesity. 


: HE RESULTS of early experiments”* suggested that the serum cholesterol 
level was not appreciably altered by diet. However, no determinations were 
made of the sterols excreted in the stool and it was not possible to determine 
how much of the ingested cholesterol was absorbed from the gastrointestinal 
tract. Furthermore, the diets high or low in fat may not have been sufficiently 
high or low in cholesterol to have produced striking alterations in the serum 
cholesterol level. 

These studies have now recently been repeated. The effect of a high 
cholesterol diet on the serum cholesterol of five patients with coronary 
arteriosclerosis has been determined. After an initial control period of one 
month, the patients were given daily for six weeks 100 grams of egg yolk 
powder containing 3 to 4 per cent cholesterol. Definite increases in serum 
cholesterol occurred averaging 54 mg. per cent for the group. 

In the next phase of experiment, twenty patients with well documented 
bouts of coronary thrombosis were studied. After an initial 4-month control 
period, the patients were subsequently placed on a low cholesterol diet for 
periods from 4 to 26 months. Butter, egg yolk, cream, and fatty meats were 
excluded from the diet. Oleomargarine, a vegetable fat, was allowed. The 
patients were followed in the out-patient department so that strict adherence 
to the diet may not have been observed. However, all of the patients were 
most cooperative. Serum cholesterol determinations were made at biweekly 
or monthly intervals. Preliminary results of this study indicate that the 
serum cholesterol levels of 13 patients seemed to be significantly lower, six 
slightly lower, and one unchanged. In addition, the fluctuations of the serum 
cholesterol levels were less marked and more closely approximated the serum 
cholesterol pattern of normal subjects. It was not possible to judge ade- 
quately if the reduced cholesterol intake resulted in any change in the clinical 
status of the patients. 

The recent report by Gofman and his coworkers™ describing the presence 
of abnormal cholesterol molecules in sera of patients with coronary arterio- 
sclerosis is of interest and may possibly be correlated with our studies. These 
workers have reported that this abnormally large cholesterol-molecule disap- 
pears or diminishes from the sera of most of his patients with coronary 
artery disease following a low cholesterol, low fat diet. 


) 


Oe etewtests and his coworkers*’ demonstrated recently that cholesterol 
can be synthesized in the body from acetate, a substance formed in the 
metabolism of fat and possibly from glucose and protein. If the body synthe- 
sizes excessive amounts of cholesterol, the restriction of intake would be of 
little avail. However, it is not definitely known how active this process of 
synthesis is and whether or not it is a normal one in man. Recent studies*® 
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have confirmed the finding that restriction of cholesterol intake does not 
alter the serum cholesterol level of patients with xanthomatosis, in contrast 
to individuals with coronary arteriosclerosis or hypertension. It appears that 
patients with zanthomatosis actively synthesize cholesterol from other food 
substances. However, from the clinical and experimental data available at 
present, it would seem desirable to restrict the dietary cholesterol intake if 
the serum cholesterol level is elevated. The overburdening of an already dis- 
turbed cholesterol metabolism by excessive cholesterol ingestion might be 
harmful and possibly lead to deposition of cholesterol in the tissues. 


SUMMARY 


A study of patients with coronary arteriosclerosis reveals that the 
serum cholesterol levels are higher and inconstant in contrast to lower 
and more stable values in normal individuals of the same age group. 
In addition the serum lipid phosphorus of patients with coronary arterio- 
sclerosis is also increased. However, the increase in lipid phosphorus is 
not proportional to the increase in serum cholesterol, resulting in an 
alteration of the normal cholesterol/lipid phosphorus ratio. 

An attempt has been made to evaluate the significance of the cho- 
lesterol content of the diet of patients with coronary arteriosclerosis. It 
has been shown that the serum cholesterol levels of such individuals can 
be modified by means of either a high or low cholesterol diet. 
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Are we then to continue this unfortunate emphasis upon the liabilities of aging 
which has resulted in the development of a deep-seated fear of growing old, in the 
rejection of the older worker in our economy, and in a failure of society to mobilize 
the abundant resources of a group still eager to contribute? 


Witma Donauue, PH.D. 








A Positive Approach to Management 


of Cerebro-Vascular Accident’ 
Louis Feldman, m.v.*t 


POPLEXY from cerebral hemorrhage is nearly always caused by hyper- 
tension, and usually occurs in people past 45 with associated arterial 
degeneration. The hemorrhage of mycotic aneurism may occur at 

any age and may resemble apoplexy. It has predilection for the anterior 
cerebral artery at the point where it joins the Circle of Willis. 

Thrombosis nearly always develops in older persons with generalized 
arteriosclerosis. The onset is more gradual and several days may pass before 
the full effects of the occlusion are evidenced. Cerebral embolism may occur 
at any age, and is usually secondary to valvular endocarditis, abscess of the 
lung, or incidental to the course of auricular fibrillation and cardiac failure. 


COURSE AND PROGNOSIS 


T HIS is entirely dependent upon the type, location and extent of the lesion 
in the brain. There may be a period of partial or complete unconsciousness 
after the attack, lasting from a few hours to several days. There may be 
paralysis of one side of the body involving the leg, the arm and the entire 
side of the face contra-lateral to the side where the lesion is located. 

The degree of paralysis depends on the severity of the brain lesion but 
the extent of the original paralysis is not indicative of the degree of recovery 
which may take place. There are times when the patient with the most com- 
plete paralysis during the first few weeks eventually makes the best recovery, 
while the one who suffers only mild paralysis may die because a vital center 
has been involved. Our experience has been that progressive recovery con- 
tinues to take place as late as 9 to 12 months after onset, provided that inten- 
sive physical therapy measures are administered. 


SIGNS AND SYMPTOMS 


l HE ONSET is usually abrupt and may occur during exertion, rest,or the per- 
forming of an ordinary task. There may be prodromal symptoms or head- 
ache, numbness or tingling in the limbs, convulsive movements or twitching 


*From the Department of Physical Medicine and Medicine, November 8, 1950, and the combined staff 
Rehabilitation, Jewish Memorial Hospital, Roxbury, of Medford State Hospital, November 28, 1950. 
Massachusetts. 7Consultant and visiting physician, Jewish Me- 


Read before the New England Society of Physical morial Hospital, Roxbury, Massachusetts. 
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in the muscles of the opposite side of the body. Transient aphasia or mono- 
plegia may occur. When the onset is sudden, consciousness is lost, accom- 
panied by complete relaxation of the extremities. The face usually becomes 
cyanotic or ashen gray. The pupils may vary in size, being commonly dilated 
and often unequal and non-responsive to light. When the lesion is in the 
pons or in the ventricles, there is irritation of the third nerve nucleus, result- 
ing in marked contraction in pupils. The respirations are sterterous, slow 
and frequently of the Cheyne-Stokes type. The pulse is slow and full. The 
temperature may vary, and may be elevated in basilar hemorrhage. Loss of 
control of all sphincters may occur. Examination will show marked flaccidity 
of all the extremities and muscles of the affeeted side, which later becomes 
spastic. In many cases there, may be associated conjugate eye deviation. 

In a more gradual onset, the patient may not lose consciousness but there 
will be a definite loss in strength and power, or complete paralysis of the 
involved extremities. Following the acute phase, about 7 to 10 days, hemi- 
plegia or paresis, partial or complete, may occur persisting for a varying 
length of time. It may, in the end, disappear spontaneously and completely, 
or it may be permanent, showing no improvement even with the best medical 
care. The extent and type of the paralysis depends upon the location and 
degree of destruction or pressure that has occurred in the motor area, 
pyramidal tract or in any part of its course. Ordinarily, the face is involved 
on the same side as the arm and leg, unless the lesion is in the lower pons. 

There may be varying degrees of motor aphasia or aphonia, due to 
involvement of the specific brain centers or muscles actively controlling those 
functions locally. In the majority of instances, a permanent paralysis of the 
affected muscles results, more commonly in certain types than in others. 
In the leg, the flexors and dorsiflexors of the foot are most frequently 
involved, whereas the extensors of the leg and foot are more likely to recover. 
In the arm, the opposing muscles of the thumb and the external rotators are 
usually affected. 

Cross hemiplegia may occur when the lesion is in either the crus, the 
pons or the medulla. There is the “Syndrome of Weber,” characterized by 
paralysis of arm, face and leg of the opposite side, together with the oculo- 
motor or third nerve paralysis on the same side. There may also be asso- 
ciated sensory changes and later spasticity replaces the flaccidity. With a 
pons or medullary lesion, there will be involvement of the pyramidal tract 
together with one or more of the cerebral nerves. The external rectus eye 
muscle is usually also involved, due to paralysis of the sixth nerve. With 
fifth nerve disease, there is loss of sensation on the same side as the lesion 
and loss of muscle function on the opposite side of the body. 

During the comatose period, nerve reflexes like the knee jerk and the 
abdominal reflexes are absent on both sides, together with a_ positive 
Babinski. There may be a gradual return of reflexes, partial or complete, 
with time. On the other hand, we have seen many cases where they have 
never come back. 
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TREATMENT 


7 HE TREATMENT must take into consideration not only the anatomical 
and functional lesions but also the personality of the patient. For the sake 
of clarity the treatment may be divided into that of the acute or emergency 
stage and that of the rehabilitation or convalescent period. Our experience 
has shown that prompt cooperation and collaboration on the part of a scien- 
tifically trained teain is of the greatest importance. 

If, for example, a physician is called into treat a patient in coma, and 
finds signs and symptoms as indicated above, a diagnosis of cerebral vascular 
accident is easily made. Then a differential diagnosis is required. Is this 
cerebral hemorrhage, embolus or thrombosis? The internist, neurosurgeon 
and physiatrist are called in and plans are laid for the immediate and long- 
term care of the patient. The fields of treatment of the three tend not to 
overlap or contrast and may complement each other to the patient’s benefit. 


NURSING CARE 


1a HE PATIENT should be placed in the proper position, with head and chest 
elevated so that no foreign material can be sucked into the trachea and lungs. 
Frequent changing of position is necessary to evitate circulatory stasis, 
pneumonia and the development of bed sores. The body must be aligned to 
prevent abnormal postural stress or strain. A triangular pillow is placed in 
the armpit of the affected side to produce a slight abduction of the shoulder 
and to prevent contracture or deformity of the adductors, notably the pec- 
toral group. The forearm and elbow should be semiflexed at about right 
angles, and the forearm held in a position midway between pronation and 
supination, supported in a sling. This will help to prevent too great a stretch- 
ing of the muscles and ligaments of the shoulder joint or subluxation of the 
head of the humerus, due to dependent edema. A malleable, well-padded 
cockup splint, placed on the flexor surface of the forearm extending to the 
tips of the fingers, will help to prevent flexion contractures and stretching of 
the extensors. The feet are held in dorsiflexion against a footboard at the 
foot of the bed, thus preventing foot or toe drop. This footboard also keeps 
the sheets away from the patient and prevents irritation and deformity. 
Sandbags are placed along the outer side of the affected extremity to prevent 
external rotation. A U-shaped braided cord may be attached to the foot of 
the bed in the form of a loop, which ‘reaches up over the bed, so that the 
patient can grasp it and steady himself for a change of position or pull him- 
self up to a sitting position. It is important to keep the patient in a semi- 
recumbent position, thus rendering it easier for him to breathe. The chin 
should never be allowed to drop to the chest, since that interferes with respi- 
ration, causes increased congestion in the neck veins, increases the cerebral 


cranial pressure and, in the case of hemorrhage, may promote or increase 
active bleeding. Oxygen may be administered to aid respiration and to pre- 
vent cerebral anoxemia. In cases of embolism, anti-coagulant therapy 
is indicated. 
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TREATMENT OF ACUTE PHASE 


T HE PATIENT should not be transported during the immediate, acute 
emergency period. It takes from a half-hour to an hour for the initial shock 
to subside. During this time, frequent small hypodermic injections of caffeine 
sodium benzoate or other stimulants may be given to equalize the circula- 
tion and prevent peripheral vascular collapse. When he has shown signs of 
rallying, he may be moved either to his bed at home or, preferably, to a 
hospital, where the fundamental concepts of handling his condition are 
thoroughly understood. 

In many instances, what is done at this time may determine the outcome. 
Ice bags to the head may relieve headache and help control brain hemor- 
rhage. If the blood pressure is very high, the veins in the neck distended, or 
evidence of pulmonary edema is present, 500 cc. of blood may be drawn 
with or without the application of tourniquets to the extremities. But if these 
symptoms are not present and the patient’s face is not florid or cyanotic, no 
such procedure should be attempted. Some physicians believe that the admin- 
istration of hypertonic glucose or saline is contraindicated in hemorrhage, 
especially when given intravenously. Others have found that it does help to 
relieve or decrease intracranial pressure, as evidenced by reduction in lumbar 
spinal fluid tension. When the patient regains consciousness, a small dose 
of morphine or pantopon (grains 1/6) hypodermically will relax him still 
further and favor clotting of the blood in the brain. If the blood pressure 
continues to rise during the hours immediately following the incident, sodium 
nitrite (grains 1%) may be given repeatedly subcutaneously. This helps 
further to reduce blood pressure, slows circulation, and is said to promote 
clotting at various bleeding points. When the patient has recovered from the 
first or acute stage, he must be kept quiet and have excellent nursing. No 
visitors should be allowed. It is best to give parenteral feedings until the 
swallowing function is restored. After approximately seven to ten days, 
when the internist and neurologist have decided that the time is propitious, 
physical therapy and rehabilitation measures must be started. 

In the case of cerebral thrombosis or embolism, the neurosurgeon, hav- 
ing made his diagnosis, may decide that a stellate ganglion block is indicated. 
In expert hands it may be performed very simply and efficiently and does 
not interfere with any of the other treatments being given. In all cases a 
detailed neurological examination must be performed in order to accurately 
localize the lesion. 

Others have confirmed their findings. It is warned, however, that before 
any patient receives such treatment, a lumbar puncture must be performed 
to rule out the presence of intracranial hemorrhage, and at the same time, 
it will help to relieve intracranial pressure. 

It has been suggested that transcerebral galvanism and/or diathermy, 
applied soon after onset of symptoms or within a few weeks in the case of 
hemorrhage, is valuable in producing subjective and objective improvement 
in the hemiplegic process. We studied a carefully selected group of 200 
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patients with controls in an effort to determine whether or not any benefit 
would accrue from such treatment, but we were not able to repeat or confirm 
the findings previously reported by others. There were, however, no unfavor- 
able effects from the treatment, despite the fact that 25 patients were treated 
as early as 10 to 14 days after onset. 

In a symptom complex of this type, accompanied by considerable physi- 
cal, mental and economic distress, it is important to concentrate early on only 
those measures that have been proven by practical and extensive experience 
to be of value. 


PHYSICAL THERAPY AND REHABILITATION 


bi PLANNING physical therapy and rehabilitation measures, the patient’s 
general condition and cardiovascular tolerance must always be kept in mind. 
Blood-pressure and pulse readings should be taken on all patients before and 
after physical therapy measures have been carried out. As soon as possible 
a skeletomuscular functional evaluation test should be made, including a 
careful psychological and psychiatric checkup. These tests are repeated at 
intervals during the course of treatment and accurate records kept. 

At the Jewish Memorial Hospital, a certain outline is followed which 
has proved simple and valuable. The first evaluation helps us to determine 
the extent of brain, nerve and muscular damage and from that we can lay 
out a plan and gauge our course for future treatment. Our program may be 
modified from time to time as repeated tests and findings may indicate. 


TABLE I 


ANALYSIS OF A GROUP OF CASES OF CEREBROVASCULAR ACCIDENTS TREATED AT THE 
JEWISH MEMORIAL HOSPITAL, 1948-1950* 


Total number of patients referred to the Department of Physical Medicine and Rehabilitation: 82. 

Not proper subjects for rehabilitation: 22. 

Died due to complications: 5. 

Made maximum recovery and received maximum benefit from physical medicine and rehabilitation, 
were able to get about unassisted, self-sufficient: 60 (73.17 per cent). 


*Comment: We must take into consideration that this is a hospital for chronic diseases, that these 
patients were 60 and more, that they were referred for treatment in our department several months to a 
year at least after onset of disease, that several had had repeated cerebrovascular accidents and were 
suffering in addition from numerous complications like cardiovascular and renal disease—all of which 
tended to decrease the intensity with which rehabilitational measures could be carried out. 

We may postulate that if these patients had been seen earlier and intensive rehabilitation procedures 
instituted earlier, that the final outcome would have been still better. 


It has been our experience that a patient who has had severe brain dam- 
age so that he does not understand orders given him or who has a defective 
memory or is unable to concentrate, is a poor subject for rehabilitation. We 
have also observed that the lower extremity recovers sooner than the upper 
one. In right-handed individuals with right-sided paralysis, earlier recovery 
takes place on the right side, and a similar phenomenon was observed on 
the left side in left-handed individuals. If the patient is able to lift the 
affected limb actively, even a few inches from the bed, there is a fairly good 
chance that he will be able to be taught to stand and walk. If there is a return 
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of function in the upper extremity before the lower one, the patient will 
probably have a great functional return of both upper and lower extremities. 
If he is able to perform a swing-through motion during practice with 
crutches, he is likely to prove a good subject for ambulation. 

It has been suggested that only those cases be selected for rehabilitation 
which are considered susceptible of improvement. Patients suffering from 
malignant hypertension, encephalomalacia or advanced senility should cer- 
tainly not be included in such programs, since the results will always be 
disappointing. A trial period of supervised activity must precede any reha- 
bilitative measures in hypertension. There should be repeated pulse and 
blood-pressure readings and adequate interval periods of rest in bed to 
avoid fatigue. Experience has shown no untoward results in patients whose 
apoplexy was caused by thrombosis or embolism were brought about by 
initiating bed activities 24 hours after regaining consciousness, provided 
that there were no other contraindications. Where hemorrhage was the 
underlying factor, more caution is required. Exercises must be carried out 
in bed only after the first two or three weeks, and then gradually the patient 
may be taught to sit up in bed and start other procedures. 


Bis contractile currents, notably the slow sinusoidal current with 
20 to 40 contractions per minute, have proven valuable in the early stages of 
rehabilitation to stimulate contraction of flaccid muscles and keep up mus- 
cle tone and trophism of joints and surrounding tissues. These treatments, 
given for almost 15 minutes daily with a strong enough contraction to pro- 
duce tension on the involved muscles, are continued until voluntary active 
motion returns. In many cases it has helped in the re-education of muscle 
function and has retarded muscular atrophy. 

Some form of heat should precede all forms of electrical stimulation, 
massage, or exercise. We make use of radiant heat, infrared, whirlpool 
baths and the Hubbard tank. 

The patient’s limbs should be put through relaxed or passive movements 
by a trained individual several times a day to the limit of muscular strength 
and joint range. Later on, active assistive and resistive exercises are added. 
Suspension-pulley therapy, which may be instituted while the patient is still 
in bed, will encourage movement of the arm or leg on the affected side and 
will assist in the re-education of reciprocal motion fundamental to walking, 
Deltoid muscle setting, together with the pulley exercises, helps prevent 
so-called ‘frozen shoulder.”” As the arm becomes more freely movable, pain 
decreases. This procedure should be carried out for at least 15 minutes three 
times a day. Also indicated is a short period of bed strengthening-exercises, 
such as sitting on the edge of the bed and later standing beside it. 


Pesce cain may be started by having the patient stand between two 
sturdy chairs placed back to back beside the bed. He is told to grasp the 
back of one chair with the good hand and the other one with the affected 
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hand. It may be necessary in the beginning to tie the affected hand to the 
chair with a bandage or to make use of a canvas mitt with straps that can 
be fastened to the apparatus. To re-establish reciprocal motion, the right foot 
is advanced as the patient pushes the left chair forward, and as the left foot 
is advanced the right chair is pushed forward. At the same time he is taught 
arm-swinging exercises. Approximately 60 per cent of the patients have 
needed short leg-braces to correct their toe drop. A double-bar, short leg- 
brace with a 90° ankle stop has proven effective in most cases. Owing to 
weak quadriceps or unsteady knee joints, a small percentage of our patients 
have required a double long brace with an additional knee stop to give them 
better stability in standing and walking. As he progresses, walkers or parallel 
bars are used to retrain him further in standing and walking. Modified 
Frankel exercises have proved valuable for coordination. 


Ru our efforts are directed toward inducing self-sufficiency and inde- 
pendence. If after 9 to 12 months of intensive treatment, certain groups of 
muscles have shown no return in function, or if certain contractures persist, 
it is our opinion that corrective surgical procedures should be tried. In our 
experience, however, only a small percentage required such surgical treat- 
ment. We try to rehabilitate the patient so that he may resume his original 
occupation or be taught a new one, or at least make himself independent in 
his daily personal activities. 

It is important to maintain mobility and preserve circulatory balance, 
and also to instill confidence, a sense of well-being, and a zest for living. In 
addition, it is essential to supplement psychiatric treatment of patients with 
functional or organic psychoses by supplying an outlet for excessive drives 

r by rekindling interest in living through suitable recreational and voca- 
tional therapy. 
SUMMARY 
With the advent of new advanees in diagnosis in treatment, a more 
optimistic vista in the management of cerebrovascular accidents has been 
opened. Expert nursing, together with cooperation of the internist, neuro- 
surgeon, orthopedist and physiatrist, have succeeded in reducing the 
period of suffering and disability, and have returned the patient to his 
work or at least to activities of daily living and independence. A plan 
has been outlined that has proven successful in our hands 
that we like to call 
management.” 





a program 
a positive approach to cerebrovascular accident 
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Changes in Sensory, Motor, and 
Intellective Function With Age’ 
Josef Broxek, px.D.t 


ATURITY and old age are just two phases in man’s total life cycle. 

The efficiency of most of the functions with which we are con- 

cerned—sensory, motor, and intellective—follows a curve indi- 
cating an increase during the early years of life, a relatively steady state 
during adulthood, and decline during old age. This trend is characteristic 
of the changes in sensory, motor, and mental capacities but the detailed fea- 
tures of the curves such as the rate and onset of aging, vary for different 
functions. In a number of functions the beginning decline of fitness, if already 
evident in the thirties, becomes marked in the fifties, and striking in 
the seventies. 

The reader interested in a more comprehensive survey of age changes 
in intelligence and, more particularly, in personality characteristics and 
adjustment in older individuals may consult Granick’s' review. The older 
literature was reviewed by Miles’ and by several other contributors to the 
volume edited by Cowdry (J. S. Friedenwald on the eye, S. R. Guild on the 
ear, and G. V. Hamilton on personality). Miles and Miles* contributed to 
Stieglitz’s Geriatric Medicine a chapter concerned with mental changes 
accompanying normal aging; sensory disorders and mental diseases were 
considered in separate chapters by B. Rones, J. A. Babbitt, and W. Over- 
holser. The questions of mental health in later maturity were discussed at a 
conference, held under the sponsorship of the U. S. Public Health Service 
in Washington, D. C., in May, 1941.* O. J. Kaplan’ edited a volume con- 
taining 17 chapters on different aspects of mental diseases in old age. Studies 
on age differences in personality during adult years were reviewed by 
Kuhlen.® Data on performance capacity of older men were summarized by 
Simonson.‘ The problem of the older worker, especially the industrial worker, 
has been considered earlier by Carlson,* McFarland,° and Stieglitz.’® A fairly 
comprehensive review of studies on psychological changes during later 





maturity was made by Shock." 
SENSORY FUNCTIONS 


+ HE progressive deterioration in visual functions has been studied more 
thoroughly than the age changes in any other sensory modality. The rela- 
tionships between age, visual acuity and color vision were investigated 





*From the Laboratory of Physiological Hygiene, +Associate professor, School of Public Health, 


University of Minnesota, Minneapolis, Minnesota. University of Minnesota, and member of the Ameri- 
Presented at the Continuation Course in Geriatrics, can Psychological Society (Division of Maturity and 
Center for Continuation Study, University of Min- Old Age) and American Physiological Society. 


nesota, on January 4, 1951, 
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recently by A. Chapanis.’* The visual acuity score, obtained as the total 
number of letters read correctly on the visual acuity test, improved up to 
the age interval of 20-24 years, showed a slight drop during the next 25 
years, and marked drop beyond 50 years. This is pretty much the same pic- 
ture as obtained by Galton’® and several other investigators. Strangely 
enough, age has little influence on color vision, measured by the so-called 
pseudoisochromatic tests. These consist of colored plates which to an indi- 
vidual who is color blind appear homogeneous whereas an individual with 
_normal color vision is able to distinguish numbers or figures on the plates. 
Similar negative results, at least for the span from 20 to 60 years of age, 
were reported by Boice, Tinker, and Paterson.'* There was suggestion of a 
deterioration of color vision in men aged 60 and over but the sample was 
small and further research is indicated on this point. 

Birren, Bick, and Fox'® studied age changes in the light threshold after 
30 minutes of dark adaptation. One hundred and thirty men between 18 and 
83 were tested. The pupils of all subjects above 20 years of age were dilated 
prior to testing. There was a definite decline in the sensitivity of the dark 
adapted eye with age. The deciine became marked in the subjects 50 and 
older, with thresholds of 2.62 micromicrolamberts for age group 18 to 29 
years and 3.84 for age group 50 to 59 years, and standard deviations of 0.27 
and 0.39, respectively. The difference between the young (18 to 29) and 
old (70 and up) subjects was statistically highly significant. In addition to 
the loss of sensitivity, an increased range of individual differences was found 
in the older men, reflected in an increased standard deviation of the light 
threshold values. The study just cited dealt with the rod thresholds. Birren 
and Shock'® observed that the cone thresholds, determined after six minutes 
of dark adaptation, were also raised. 

The British investigator, H. C. Weston"’ examined the effect of age and 
of illumination on quickness of perception. The visual task consisted in 
crossing out Landolt rings having a gap in one particular position; in the 
test objects used the gaps were present in eight different positions. The 
severity of the visual task was varied by using different sizes of the ring. 
In the three sizes used in the study the visual angles subtended by the gaps 
were, at an ordinary reading distance, 1.5, 3, and 4.5 minutes of arc. The 
intermediate value corresponds approximately to the size of detail in the 
news columns of the daily press. It was observed that for all test conditions 
the visual performance declined with age, even though the age range of the 
subjects in the group was relatively narrow (19 to 47 years). Fortunately, 
the same tests were repeated five years after the first test administration ; 
the intra-individual changes followed fairly closely the trend of values 
obtained for different age groups. Of particular importance in Weston’s 
study is the fact that an increase in illumination, varying from 0.5 to 512 
foot-candles, had a more marked effect on visual performance as the age 
advanced. The older individuals benefited more from an increased illumina- 


tion level. However, the deterioration in performance capacity with age 
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cannot be fully compensated by raising the level of illumination on the 
work place. 


MOTOR FUNCTIONS 


Pick are several good investigations on changes in the capacity for 
manual performance (see Miles'* **) but there is relatively little new mate- 
rial. The relationship between age and bodily strength was examined by 
Fisher and Birren.*° In 552 male manual workers in industry the maximum 
average score on the hand dynamometer was obtained by the age group of 
23 to 27 years and showed a progressive decrease from then on. The mean 
score of the 53 to 68-year group represented 84 per cent of the maximal 
mean score. Statistically, the differentiation between the means of the eight 
age groups studied was highly significant but the correlation ratio for age 
and strength was low (eta = 0.30). 

The authors increased the usefulness of their presentation by plotting on 
the same graph data obtained by others, especially the pioneer Belgian inves- 
tigator, Quetelet (1835), Englishman Galton (1884), and the Russian 
Ufland (1933). The data, obtained over a period of more than one hundred 
years by different persons in different countries with different instruments 
present a strikingly uniform picture. On the average, the muscular strength 
increases up to the late twenties and declines, in general at an increasing 
rate, during maturity and old age. 

Changes in the capacity for manual performance are of practical impor- 
tance and a reference to some older data may be in order. Miles*' measured 
the speed of performance of the hand in a reaching-and-placing test. The 
test score in this simple manual task represented the time required for the 
completion of a short series of movements. In men there was very little 
change between 20 and 50, in women between 20 and 45. There was a 
progressive deterioration of performance in the higher age groups. Using 
the average time-score at 20 to 24 years as 100 per cent, we obtain the 
values of 103, 104, 105, 122, 125, and 167 per cent for men of 30, 40, 50, 
60, 70, and 80 years of age. 

Smith® studied an operation which was closer to an industrial task— 
the assembly of nuts and bolts. The men worked without interruption for 
four hours. The age decrement in the ability to perform a high-speed manual 
work was marked. If we designate the value of the performance—number 
of assembled nut and bolt units—for the age group of 30 years as 100 per 
cent, the mean value decreases to 93.6 per cent for the 40-year group and 
to 86.4 for the 50-year group. Statistically, the difference between the mean 
score at 30 and at 50 was highly significant. One important fact, however, 
should not be neglected. These are averages. There are some individuals at 
50 who do considerably better than the average 30-year-old. 

Another important point was stressed by Miles and Miles,* namely, that 
experience, the continued exercise of a function, can act as a factor delaying 
the decline of manual skill. They have administered a Cube Assembly test 
to a group of adults from 20 to 90 years of age. As one would expect on the 
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basis of other data, there was a gradual decline in manual dexterity, as 
measured by this test, up to the sixties and there was a larger decrement 
from then on. As before, this was true of the group averages. However, and 
this is the point in question, those older men who were engaged in jobs which 
involved rapid manipulation of parts retained the speed rate of young adults 
into late maturity. These differences may be, in part, a resultant of a bias 
due to the sampling of the population and the effects of “natural selection” 
—only reasonably good workers retain a job making demands on manual 
speed—but the factor of practice cannot be neglected either in interpreting 
the data obtained on groups differing in age or in making conclusions about 
employability of older people in industry. 

Performance, and this is another consideration that one should keep in 
sight, is always a product of physiological capacity plus psychological moti- 
vation and direction of activity. The importance of psychological factors was 
brought out, in a striking way in DeSilva’s** studies on age and safety of 
driving. Some of the physiologically relevant components of the driving fit- 
ness—such as glare vision, steering (eye-hand coordination), and braking 
reaction—show a steady deterioration with advance in age, starting in the 
thirties. Nevertheless, the safety of driving increases up to 50 years of age; 
it declines rapidly in the next two decades. The improvement in safety of 
driving, in spite of the beginning deterioration in the bodily machinery, indi- 
cates that safe driving depends importantly on other factors, such as the 





generally preferred speed, taking chances, and showing off. Here we deal 
with personality characteristics rather than with the physiological limits 
of performance. 


INTELLECTIVE FUNCTIONS 


co OVERALL pattern of changes in mental abilities with age is similar to 
the sensory and motor functions. It should be noted that not all intellective 
functions follow the same course of decline with age. These differential 
trends may be explained, in part at least, in terms of practice, of use and 
disuse. Abilities which are exercised during our adult years, such as the 
maintenance of vocabulary, the capacity to understand and use different 
words, do not decline during adult age and may even increase. In performing 
tasks that are remote from daily life and daily activities, such as thinking 
in terms of geometric symbols, there is:a definite and marked decrement 
with age. 

Foulds and Raven**' studied normal changes in the mental abilities with 
age in a group of Scotch industrial employees. The group consisted largely 
of skilled workmen; eight per cent of the sample was made up of administra- 
tive officers; there were few unskilled workmen and five per cent were 
young people in training. The ages were 15 to 65. Two group-tests were 
used: (1) a vocabulary test, as a measure of the general fund of information, 
and (2) a non-verbal test of a person’s capacity to make comparisons, to 


reason by analogy, and to apply logical methods of analysis. No time limits 
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were imposed. The total sample included about 2,000 men. Using the 20- 
year-old group as the reference point, the following average percentile values 
were obtained at age levels of 20, 30, 40, 50, and 60 years: in the vocabulary 
test, 50, 58, 58, 57, and 54; in the reasoning test, 50, 48, 43, 40, and 38. 

The average person’s ability to recall information increases to about 
25-30 years and remains largely constant for the next three decades. This 
was true for the group as a whole, with some decline in the sixties. It is of 
interest to note that in people of above-average intellectual capacity, the 
ability to recall information apparently continues to increase, slowly, even 
up to 60. The other function studied by Foulds and Raven behaved quite 
differently. The capacity to form comparisons and reason by analogy declined 
progressively with age, with the median performance at 50 comparable to 
the 40th percentile of the 20-year-old men. If the decline would proceed at 
a similar rate after 60, it appears that by 80 the average person's capacity to 
grasp ideas and reason by analogy would be not greater than that of an 
8-year-old child. 

The investigations carried out by Foulds and Raven are in general 
agreement with the findings of other investigators. They indicate that from 
about 30 onwards a person’s ability to understand new ideas, to adopt new 
methods of working, to adjust to new situations steadily decreases. On the 
other hand, we are normally able to recall acquired information long after 
our capacity to adapt—intellectually and socially—to new situations has 
begun to decline. 

Age and mental ability in intellectually superior men was studied by 
Sward.” His subjects were 90 faculty members of two universities in Cali- 
fornia. The 45 younger men were 25-35 years old, with a mean of 31; the 
older group ranged from 60 to 69, with a mean of 66. The groups were 
matched by professional categories, e.g., an older chemist was paired with 
a younger man in the physical sciences. The test battery included eight sub- 
tests involving such tasks as arithmetical reasoning, use of codes (substitu- 
tion of symbols for numbers, translation of a passage in English into a novel 
code language), and indication of the meanings of words. 

The total mean score was 428 + 29 points in the younger and 373 + 46 
points in the older group. The difference was in the same direction for all 
the sub-tests but one, the test of Synonyms and Antonyms, involving com- 
parison of two words at a time, in which the older men excelled the younger 
ones. They did less well on the Word Meanings test but the difference was 
not statistically significant. The greatest difference in favor of the younger 
men was obtained in the tests involving the use of codes (Artificial Language 
and Symbol—Digit Substitution). These were tests with rigorous time 
limits and required formation of a new work method. On both scores the 
older men were definitely handicapped. Slowing down of the mental processes 
was apparent on tests which were timed but had no prescribed time limit. 
For the Ingenuity Problems, a test of capacity for problem-solving, the 
younger men took on the average 56 minutes, the older 77 minutes. The 
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total test time was 3 hours and 3 minutes, and 3 hours and 53 min- 
utes, respectively. 
The means indicate average trends. It should be noted that in this study, 


as in all others—without exception—the individual differences 


within each 


group are far more impressive than the differences between the two age 
groups. Impairment of the higher mental processes is by no means an invari- 
able concomitant of chronological aging. In Sward’s study there were bright 


and alert 


“senescent” 


subjects, subjects beyond 60, who showed few or no 


‘unambiguous signs of any decided psychological decline. 


12 


SUMMARY 


Selected recent studies on age changes during the adult years of life 


were reviewed. 


The general outline of the time course of the efficiency 


of the sensory, motor, and intellective functions is well established, with 
many functions showing a peak in the third decade of life, slow decline 
during the next score of years, and a more rapid decline thereafter. This 
is a fairly general, but not a universal pattern. In recent years, little 


attention has been paid to the study of motor performance. 


Further 


research, yielding data of more direct value to the personnel manager 
and the production engineer, are needed in order to utilize efficiently the 
growing reservoir of human manpower beyond the presently imposed 


age of retirement. 
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Genesis of Hypertrophy 


of the Prostate 
Stanford W. Mulholland, m.v.* 


EEM’S curves’ show that the prostate reaches the adult size in the 

third decade of life and from then the average weight rises gradually. 

Moore’ found 75 to 80 per cent of all men past the age of 80 had hyper- 
trophy of the prostate. Therefore, this is a disease which increases with the 
span of life. 

Statistics show that it has little relationship to sexual drive or geo- 
graphical distribution.” Married men appear to be more frequently involved 
than might be expected from the distribution of the general population. It 
seems less common in the yellow race* and occurs at an earlier age in the 
Negro of the United States. Draper’ suggests there may be some constitu- 
tional relationship. 

Many ideas to explain the condition have been advanced from time to 
time. Virchow® in 1862, perhaps first placed the study of the senile prostate 
on a more exact basis by championing the idea of enlargement as being essen- 
tially a true neoplasm. Guyon‘ on the other hand, felt arteriosclerosis caused 
an atrophy of the outer portion of the gland and the inner hypertrophy 
around the urethra was a compensatory measure. 

Just before the beginning of the present century, White* observed there 
was shrinkage of this growth when castration was done and advocated this 
operation for its treatment. Ciechanowski® at the same time held that long 
continued chronic inflammation resulted in the diffuse and nodular enlarge- 
ment of the gland. Castration was practiced, although opinions varied'"'"' as 
to its virtue. Then the controversy was overshadowed by a rational mechan- 
ical approach to the problem. Prostatectomy technic was developed by 
Freyer’? in England and Young™ in this country. Experiments in the use of 
testicular extracts and studies in endocrinology bring us to the present day. 


HISTORY 


te TERMS benign hypertrophy, benign enlargement, adenoma and adeno- 
matous hypertrophy are still used with understanding but do not convey the 
picture of the true histology as it is understood today. As suggested by 
Moore’ the term nodular hyperplasia comes closest to describing the picture 
present in this condition. 

Moore’ in a detailed morphological study, found the first demonstrable 
lesion of prostatic hypertrophy to be a hyperplasia of the periductal, periacinar 
and periurethral stroma. These lesions formed into nodules involving the 


*Professor of Urology, Woman’s Medical College, Philadelphia, Pennsylvania. 
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stroma and glands in the region anterior and medial to the ducts of the 
lateral lobes. The epithelial cells themselves resembled the normal epithelium 
but had little secretory activity. The stroma varied from the normal gland 
in that there was a richness of smooth muscle fibers and an absence of elastic 
tissue. There were also nodules composed only of smooth muscle which were 
regarded as variants. They did not include glands or, as suggested by 
'’ the glands had been choked out. Reischauer’® suggested the 
fibromyomatous tumors may have become invaded by epithelium. Huggins" 
agrees with this but emphasizes the fact the spheroid nodules can arise in any 
part of the prostatic medulla. 


others, 


, ae the lesions in the prostate originate in multiple spheroid nodules 
composed of epithelium, smooth muscle fibers and fibroblasts. They are not 
unlike the fibroid tumors of the uterus but having the epithelial proliferation. 
Since there are many nodules, multiple centers of origin might be suspected. 
There is no symmetry of enlargement. Although smooth on the surface, 
nodules are invariably found within. It is not a true hypertrophy. Because 
of the multiple centers of growth and the occasional occurrence of pure 
fibromas and myomas, it is suspected they are benign neoplasms. Studies in 
tumor glycolysis seem to bear this out.’"'* Recurrence of prostatic hyper- 
trophy after transurethral resection and even prostatectomy is undoubtedly 
due to this character of multiple lesions, a few of which may be left behind 
and continue to grow. 

The older concept of the prostate being a multilobar organ (median, 2 
lateral, anterior and posterior) appears to be fallacious. These divisions are 
developed by several groups of outgrowths from the posterior urethra. How- 
ever, these primitive lobules become amalgamated, are not distinguishable to 
the naked eye, and have not the form of lobes. Rather the prostate can be 
regarded as having a capsular (posterior portion cortical in distribution ) 
and periurethral division (medullary or inner portion). The so-called median 
lobe is probably subcervical or subtrigonal glandular hyperplasia. 

Histologically, inflammation of the prostate can occur with hypertrophy 
and is reported in ten per cent of cases'® but it is comparatively rare and does 
not seem to be the cause of the hypertrophy. It is noteworthy that hyper- 
trophy is associated with the development of masses of lymphoid tissue that 
are often mistaken for an inflammatory infiltration with leucocytes. How- 
ever, these masses of lymphoid tissue are not unlike those seen in other 
organs, particularly the thyroid which, like the prostate, has agents that stim- 
ulate diffuse and focal hyperplasia. 


ENDOCRINE RELATION 


a “as early as 1888 suggested a possible endocrine relationship when 
he stated the enlargement was a compensatory hypertrophy of the inner 
glands in response to an atrophy of the outer group. 

A few years ago conclusions based on laboratory and clinic observations 
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led to the oral use of whole desicated testicular substance for the treatment 
of benign prostatic hypertrophy.” The train of events began when McGee”? 
first extracted active male sex hormones from the bull’s testes and Moore” 
showed it prevented changes in the prostate and secor:dary sex organs com- 
monly seen after castration. Loewe and Voss** extracted from male urine a 
substance they called “‘androtin” that had the same properties as the testic- 
ular extract. The active principle in these extracts was called androsterone.”* 

Other than the prevention of changes in the prostate due to castration, 
it was found injection of androtin into a normal animal resulted in enlarge- 
ment of the prostate,’ indicating that androtin was necessary to maintain 
the prostate in a normal state and able to cause’ enlargement if excessive 
amount was produced. 


ice: information from experiments with parabiotic animals, hypo- 
physectomized animals,*’** irradiation of the testis,** and observations on 
cryptorchidism,** led to the supposition that the testicle secreted a second 
hormone which inhibits pituitary activity. Apparently this second substance 
came from the tubular structures of the testicle and acted on the pituitary to 
control the gonadotrophic action of this gland on the interstitial cells of the 
testes necessary in the maintenance of androsterone. This so-called balancing 
hormone was given the name “inhibin.”” The idea agrees with Collip’s* 
theory that all hormones are buffered by antihormones. 

A hypothetical mechanism in the human male was visualized. Inhibin 
probably elaborated in the tubular cells of the testicle, diminished with age 
and lessened spermatogenesis. With the lifting of the curb the pituitary gland 
became over active, reacting on the interstitial cells of the testes to form an 
undue amount of androtin which in turn influenced the prostate producing 
enlargement. 

Although much was written “? fifteen years ago of the effect of and 
the clinical use of male sex hormone in prostatic enlargement, it has been 
generally agreed that the use of this preparation is of no value in the treat- 
ment of the nodular hyperplasia described above. The effect can be observed 
on the normal gland but not on this new growth. 


20, 30, 


Canine prostatic hyperplasia 

Solution of any problem such as this must of necessity have the laboratory 
studies carried out from many angles. Since the disease is one that should 
not be produced experimentally in man, a laboratory animal must be used in 
which it is possible to produce changes of obstruction at the bladder neck. 


As FAR as known, prostatic hypertrophy occurs only in man and in the dog, 
yet it has never been successfully reproduced in the laboratory. The disease 
occurring spontaneously differs in man and the dog—in man, a series of 
fibro-myomatous adenomata, and in the dog, cystic hyperplasia of the 
periurethral glands. Although the hyperplasia in dogs is cystic, it is not due 
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to blockage of the ducts. Obstruction of the ducts by grafts of striated muscle 
produces cysts but not hyperplasia.** Injection of India ink into the cysts 
shows the ducts to be open. The epithelium remains tall and columnar but 
has definite functional damage, which is shown by the fact it can secrete only 
small volumes (about one-tenth the amount of normal glands). However, 
the secretion is qualitatively the same. Glandular hyperplasia of the dog has a 
direct relation to the testes, since (1) it does not occur in castrates and 
involutes promptly with use of estrogens ;*° (2) it never occurs in dogs hav- 
ing feminizing tumors of the testis (Sertoli cell tumors); (3) it has been 
seen only in old age in dogs having normal testes ;*° castration causes 
prompt atrophy,** and (5) aged castrated dogs given androgen will not 
develop cystic hyperplasia. Apparently it is the effect of androgen and per- 
haps some other factor over a period of years. The same requisite must there- 
fore be present in man, based purely on observation of our patients. 


Hyperplasia in other animals 

The prostatic gland begins embryologically as buds from the urogenital 
sinus. However in many species, different portions of the gland vary in their 
function and reaction to hormones. In the rat, guinea pig*’ and monkey*™ 
a portion of the prostate (anterior prostate) contains glands the fluid from 
which causes coagulation of seminal vesicle secretion. Also the epithelium of 
can be changed from 
simple columnary epithelium to stratified squamous with even keratiniza- 


of glands in this portion, in the rat and mouse**?”’ 


tion in some parts when large doses of estrogen are administered. 

Two successive changes have been noted occurring in the prostate of the 
mouse under influence of estrin**’—first, a hyperplasia of the epithelium with 
an increase of the connective tissue stroma and second, replacement of the 
cells lining the alveoli of the glands by stratified epithelium. These may be 
different stages of the same process. Both processes are evident in human 
benign prostatic hypertrophy. Although stratification of the epithelium is not 
common, it is reported at times. Burrows” describes the consequences as 
almost identical. If the administration of the estrin is carried on long enough, 
urinary obstruction results in the mouse with distention and sacculation of 
the bladder, dribbling of urine and hydronephrosis. The rest of the gland 
(caudal prostate) in these species is not involved in this change of cellular 
structure. In the dog the posterior portion alone responds by squamous cell 
metaplasia when estrogen is administered.** When both estrogen and andro- 
gen are given, the posterior part responds as stated while the cells in the 
ventral part simultaneously form tall columnar epithelium. 


Comparison of effects 


It is very difficult to interpret completely this dual behavior in terms of 
the prostate of man. However, it is known that there is a variation in 
behavior in the human prostate in regard to the origin of malignancy. 
Carcinoma of the prostate in man does arise from the cortical or posterior 
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portion.** Lowsley™ in his studies on the embryology of the prostate observed 
the posterior lobe arising as a separate portion beyond the ejaculatory ducts. 
Attention has been called to the fibro-myomatous structures with multiple 
centers of origin manifesting their growth in the portion of the gland adjacent 
to the urethra. This suggests a variation of behavior in parts of the gland 
not dissimilar to those noted in experimental animals. 

In the case of benign prostatic hypertrophy, the epithelium of the acini is 
tall columnar in character. This is also true of the cystic hyperplasia of the 
dog. Castration of the dog causes prompt decrease in the height of the 
columnar cells, which can be restored to a similar columnar characteristic by 
the use of androgen. In man this same increasé in the height of the cell is 
characterized by cellular atrophy after castration. The process is much slower 
in man being very slight in one month but more marked in three months.*° 
Relief from obstruction has been noted and there appears to be a questionable 
decrease in the size of the prostate. However, the change following castra- 
tion seems to involve only the epithelial elements, as the fibromyomas are 
still present and do not disappear. Hence the size of the prostate does not 
change appreciably. 


bx effect on nodular hyperplasia of man following estrogen administra- 
tion is even less pronounced. There have been changes (increased stratifi- 
cation) observed in the epithelium of the urethra and the prostatic ducts** 
to a minor degree with some vacuolization and apparent injury to the cells 
of the acini.*? They have been seen in areas close to the urethra while the 
posterior portion seemed uninvolved. This seems unusual in light of clinical 
observations regarding the effect of estrogens on the differentiated cells in 
carcinoma of the prostate. When the carcinoma is a well defined adenocarci- 
noma, the effect of estrogen is profound. The more undifferentiated the cells the 
less the effect. Since carcinoma arises from the posterior or capsular portion, it 
seems somewhat surprising no effect is noted in this part when carcinoma is 
not present. Likewise estrogen has not been observed to have any effect in 
decreasing the concentration of enzyme in the prostatic fluid, a finding that 
is marked in the case of carcinoma of the prostate. 


DISCUSSION 


Among the facts observed in this study of the prostate, a few stand out 
and do not vary. 

1. Age is a necessary etiologic factor. It does not appear in the young of 
either the human or canine species. It has never been found in the male castrate 
and cannot be produced by androgen injection in the aged castrated dog, if 
castration has been done early. However, as a man grows older, the amount 
of androgen is lessened*’ and it has been shown urinary androgens and 
estrogens ** *°: °° 
than in those of the same age without it. 

2. The mass of tissue present does not bear a direct relation to the degree 


are less in persons with benign prostratic hypertrophv 
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of obstruction. Even though 75 to 80 per cent of men past 80 years have 
enlargement, only one to five per cent of all persons requiring surgical 
removal are past 80, a fact which cannot be altogether due to the fear of the 
risk of operation. Since the glands in the older group are as large as those 
of 65 to 70, the question arises as to whether the mechanism of obstruction 
is not dependent on dysfunction, possibly spasm’* rather than purely mechan- 
ical damming off of the bladder neck. This theory of spasm seems most likely 
during presenility since the higher percentage are operated upon in this age 
period. 

3. Histologically, hypertrophy of the prostate is seen as having two 
anatomical origins, one from the lateral lobes involving prostatic tissue and 
stroma, the other from the submucosal glands of the posterior urethra and 
trigone. The picture is one of fibronodular hyperplasia comprised of stroma 
and glands involving primarily the medulary portion of the gland. 

4. As far as known, it occurs only in man and the dog. However, in man 
the process is an adeno-fibro-myoma infiltrating or infiltrated by epithelial 
elements, while in the dog the process is a cystic hyperplasia of the epithelium. 

5. In spite of extensive studies of the endocrine relation in the prostate 
in experimental animals, no proven application to benign prostatic hyper- 
trophy in man has been possible. Even though the effect of estrogen is slight 
on the epithelium of the prostate of benign prostatic hypertrophy, it has no 
apparent effect on the stroma and nodules. 

6. It is a disease which occurs spontaneously but which has not been 
produced successfully in the laboratory. 


CONCLUSION 


It has been assumed previously that castration in man produces 
atrophy of normal prostatic tissue because it has been observed in the 
experimental animals. Perhaps it does affect atrophy of what is left of 
normal prostate but it does not affect prostatic hypertrophy. The cause 
of atrophy involving the submucosal glands and stroma of the lateral 
lobes is still being sought. The problem arises as to whether the areas in 
question are originally sex glands and capable of reacting to sex hor- 
mones by this peculiar growth. 

The cause is not as simple as it appears. Possibly the prostate has 
resisted chemical attacks over the years and succumbs only at the same 
time sex function begins to diminish. Such a theory may be the reason 
for malignancy developing even in later years, the natural resistance of 
the individual holding uninhibited growth in check until that time. 
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STUDIES IN ATHEROSCLEROSIS VII 


Effect of BileAcids on Atherosclerosis 
Induced by Cholesterol Sols’ 


0. J. Pollak, M.D 


N an effort to find a suitable stabilizer for colloidal cholesterol, we investi- 
gated the effect of lecithin’ and of albumin® and thereupon turned to bile 
acids. Bile, bile acids and bile salts were studied from several points of 

view. Most investigators were interested in the relation of bile constituents 
to the formation of biliary calculi. Others studied the influence of bile acids 
on the resorption of cholesterol from the digestive tract. Only rarely were 
bile acids referred to as stabilizing agents. 

The voluminous bibliography on bile and biliary calculi is hereby repre- 
sented by selected references. In 1901, Moore and Parker* found that bile 
can dissolve up to 5 per cent of cholesterol and that addition of 1 per cent 
of lecithin does not increase the action of bile. Gérard* determined that 6.95 
gm. of sodium glycocholate and 2.75 gm. of sodium taurocholate in 100 ce. 
of water will, at 37°C, dissolve 0.185 gm. of anhydrous cholesterol. Addi- 
tion of 0.25 gm. of pure egg lecithin did not affect the solubility of cholesterol 
in these bile salts. The studies of Spanner and Bauman’ and Bashour and 
3auman® overshadow all others. These authors write that 1 gm. of cholesterol 
can be brought into solution in about 80 parts of sodium cholate, 80 parts 
of sodium glycocholate, 50 parts of anthropodesoxycholate, or 20 parts of 
sodium desoxycholate. The effect doubled where sodium oleate and sodium 
desoxycholate were used in combination as solvent. The solubility of 
cholesterol appeared to be greatest in solutions of desoxycholate and least in 
taurocholate solutions. 

The effect of bile acids and salts on the resorption of cholesterol was 
studied in two different ways. Furth and Schall’ aided the diffusion of 
cholesterol through agar and gelatine plates by adding bile salts. Schoen- 
heimer and co-workers*'’ fed animals diets with and without bile salts. 
Admixture of sodium desoxycholate to the feed resulted in hyperlipemia and 
hypercholestcrolemia of rabbits and guinea pigs.* Cholesterol storage in the 
liver of mice was enhanced by the feeding of bile salts and cholesterol,’ and 
even more by the feeding of desoxycholic acid in conjunction with cholesterol 
oleate, palmitate, or stearate.'® Dehydrocholic acid fed with cholesterol to 
mice sped up the breakdown of cholesterol, according to Schoenheimer.” 
Oral administration of dehydrocholic acid and cholesterol resulted in 


*From the department of experimental pathology, Quincy City Hospital, Quincy, Massachusetts. 
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hypercholesterolemia and in cholesterol storage in the liver of rabbits, in 
experiments of Thiersch.’” A comprehensive study was carried out by Mem- 
ber, Bruger and Oppenheim."* They fed 36 rabbits cholesterol and various 
bile acids. Dehydrocholic, hyodesoxycholic, or desoxycholic acid had no 
effect while cholic acid or glycocholic acid enhanced the amount of blood 
cholesterol and also of the cholesterol in the liver and the aorta of rabbits. 
Cholic acid feeding was followed by a rise in blood cholesterol esters. Rabbits 
fed glycocholic acid and cholesterol had the maximum cholesterol deposits 
in the liver. 


Ber two essays deal with the stabilising properties of bile. Velluz and 
3ouchara™ mention colloidal suspension of cholesterol in soaps. Wieland and 
Sorge’’ discuss stable, water-soluble suspension of cholesterol, higher fatty 
acids and desoxycholic acid. 


PROBLEM 


The knowledge of the interrelation of bile constituents and cholesterol 
can be summarized as follows: Bile salts, namely sodium desoxycholate, are 
solvents of biliary cholesterol. Bile acids, especially cholic and glycocholic 
acid, aid the intestinal resorption of dietary cholesterol and, even more, that 
of cholesterol esters 

The solving properties of bile constituents for cholesterol actually have 
been proved but their stabilizing ability has barely been suggested. We 
decided to investigate this question 


EXPERIMENTAL 


Dacian suspensions of desoxycholic acid (pure, for research use, San- 
doz) were prepared in partially deproteinized serum in analogy to the 
method used by Pollak and Wadler'® for cholesterol sols. Intravascular injec- 
tions were made to bucks of uniform breed and age. The rabbits’ weight was 
between 2.5 and 2.75 kg. Series of rabbits were injected with cholesterol 
sols only. These animals served as positive controls. Results of these experi- 
ments were reported by Pollak and Wadler.’’ The negative control series 
consisted of rabbits kept at the same time under the same conditions and 
injected with the stabilizer only. The experimental groups comprised four 
series. The first series was injected with various amounts of desoxycholic 
acid, the second one with mixtures of cholesterol and bile acid, the third with 
albumin and bile acid, and a fourth series received intravascular injection of 
suspensions containing cholesterol (c.p., Pfanstiehl), albumin (human, salt- 
free, Cutter Laboratories) and desoxycholic acid (pure, for research use, 
Sandoz). 

Multiple tissue sections from viscera and large blood vessels were pre- 
pared and stained by conventional methods. 

First series. Two pairs of rabbits were injected with 100 mg. of desoxy- 
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cholic acid, each. Two animals were sacrificed by decapitation 10 minutes 
after injection and two others after three minutes. Of each pair, one rabbit 
was injected intravenously and one intracardially. Further pairs of rabbits 
were injected intravenously with 25, 12.5, and 5 mg. of the bile acid, respec- 
tively. They were allowed to live for 10 minutes. All rabbits in this series 
had severe vascular lesions consisting of marked hydropic swelling of the 
intimal endothelium cells. Intracardially injected rabbits had less damage 
to the pulmonary arteries than rabbits injected into the ear vein. In the 
lungs, the large arteries were affected more severely than the small ones. 
Arterioles remained unharmed. The degree of intimal damage was more or 
less proportional to the amount of foreign material injected. However, one 
of the rabbits treated with 25 mg. and one injected with 12.5 mg. of desoxy- 
cholic acid had less numerous alterations than both rabbits treated with but 
5 mg. Of the two animals injected with 5 mg. of the acid, one had rather 
extensive aortic alteration while its pulmonary vessels were affected less 
extensively than in other animals. Aortic damage was also observed in two 
other rabbits of which one had received 100 mg. intravenously and the other 
one, 100 mg. intracardially. Localized lesion of the intima was seen in a 
coronary, a muscular and a mesenteric artery of rabbits treated with the 
largest dose. Without exception, animals in this series had dilatation of the 
portal vein and periportal edema of the liver tissue, namely, the cells. 

Second series. Pairs of rabbits were injected intravenously with mixtures 
of colloidal cholesterol and desoxycholic acid. The quantities and proportions 
of the two substances were: 100 mg. and 100 mg. (1:1), 75 mg. and 75 mg. 
(1:1), 75 mg. and 25 mg. (3:1), 75 mg. and 12.5 mg. (6:1), and 75 mg. 
of cholesterol and 5 mg. of the bile acid (15:1). All animals treated with 
suspensions containing either 100 or 75 mg. of the bile acid died within 
1 to 3 minutes after injection. Animals treated with smaller doses survived 
and were sacrificed after 10 minutes. All rabbits in this series had severe 
damage to the intima of large pulmonary arteries. The degree of damage was 
directly proportional to the amount of bile acid added to the cholesterol sol. 
Localized alterations to the aorta and the renal artery were seen in one of 
the animals treated with the largest dose of desoxycholic acid. In one of the 
rabbits which received 75 mg. of cholesterol and 25 mg. of bile acid, hydropic 
swelling was observed in the lining of a large pulmonary vein. The extent 
of alterations in this series corresponded to that of the positive control series. 
The degree of damage, however, exceeded that seen in the rabbits injected 
either with cholesterol or with desoxycholic acid alone. Similarly to the 
previous series, there was periportal edema and dilatation of the branches of 
the portal vein in these rabbits. 

Third series. Three pairs of rabbits were injected intravenously with 
mixtures of albumin and desoxycholic acid to investigate whether or not 


albumin would protect the vessels from injury. The amounts and proportions 
of the two components of these mixtures were as follows: 2,000 mg. and 50 
mg. (40:1), 1,800 mg. and 40 mg. (45:1), and 2,000 mg. of albumin and 
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Fig. 1: Pulmonary artery. Rabbit (2.7 kg.) injected intravenously with a mixture of 100 mg. of 
colloidal cholesterol and 100 mg. desoxycholic acid; died three minutes after injection. 550 X. 
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Fig. 2: Same as figure 1. 1160 X 
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Fig. 3 


: Pulmonary artery. Rabbit (2.7 kg.) injected intravenously with 100 mg. of colloidal desoxy 
cholic acid; sacrificed ten minutes after injection. 550 X. 





Fig. 4: Same as figure 3. 1160 X 
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Fig. 5: Aorta. Rabbit (2.75 kg.) injected intravenously with 5 mg. of colloidal desoxycholic acid; 
sacrificed ten minutes after injection. 550 X, 





Fig. 6: Same as figure 5. 1160 X. 
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5 mg. of bile acid (400:1), respectively. All animals survived the injection 
and were allowed to live for 10 minutes. All showed widespread damage to 
pulmonary arteries, an occasional lesion in a coronary, renal or renal pelvis 
artery. The degree of endothelial swelling in the pulmonary arteries was dis- 
tinctly smaller than in animals injected with analogous doses of cholesterol 
—hile acid mixtures or with bile acid alone. None of the six rabbits had the 
liver changes observed in other series. 

Fourth series. Pairs of rabbits were injected intravenously with suspen- 
sions containing 2,000 mg. of albumin, 75 mg. of cholesterol and, respec- 
tively, 25, 12.5 or 5 mg. of desoxychloic acid. The rabbits which received the 
highest dose of bile acid expired within 8 minutes after injection. The other 
rabbits survived and were sacrificed after 10 minutes. In all six animals, 
vascular damage was confined to the largest pulmonary arteries. The degree 
of damage was proportional to the amount of desoxycholic acid in each sus- 
pension. By comparison with other groups, the damage to the blood vessels 
was less widespread but about equally severe as with injection of either 
desoxycholic acid or cholesterol alone. The effect could be ascribed to the 
action of bile acid somewhat mitigated by the presence of albumin. In the 
rabbits injected with the suspension which contained 25 mg. of the bile acid, 
about one-third of each liver lobule was altered by intracellular edema. In 
the other rabbits, the liver, too, was affected even so to a lesser degree than 
if one injected desoxycholic acid alone. 


DISCUSSION 


; # the best of our knowledge, intravascular injections of bile acids to 
animals were not reported. Curiously, intravenous injections of salts of 
desoxycholic acid were made to human beings, by Polack and Petersen." 
The results of our experiments demonstrate the action of desoxycholic acid 
on intravascular injection to rabbits. 

By comparison with other hydrophobic colloids, namely with cholesterol, 
the effect of desoxycholic acid on the vascular lining is more severe. The 
action of this bile acid was similar to that of hemoglobin.” Desoxycholic acid 
causes hemolysis and its effect could be interpreted as the action of hemo- 
globin. Still, where but 5 mg. of desoxycholic acid were injected the amount 
of liberated hemoglobin is too small to account for the extensive intimal 
alteration. Anatomically, alterations induced by the bile acid were compa- 
rable to those initiated by other foreign material. The effective damaging dose 
of desoxycholic acid is small. Severe injury to the vessel wall was observed 
on intravenous injection of 5 mg. of bile acid to rabbits weighing 2.75 kg. 
Possibly, even a smaller dose might be harmful. Bile acids represent, for all 
practical purposes, a foreign substance in the blood. The normal bile acid 


content of rabbit’s blood has not been ascertained. The maximum combined 
_amount of cholic and desoxycholic acid in ox blood equals 0.025 mg. per 
100 ml., according to Hinsberg and Lang.’® Sherlock and Walshe*’ recovered 
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from 50 healthy persons and 10 persons with liver disease less than 1 mg. 
of cholates per 100 ml. blood. In the blood of 30 humans, not a trace of bile 
acids could be detected by Douglas-Sauerman and Maltzahn.*’ It might well 
be added that the methods of determination of bile acids are reliable and 
yield a recovery of 96 to 98 per cent of material added to blood. 


ie was observed that desoxycholic acid has a selective vasodilatory effect on 
the portal vein. Such distention results in periportal edema of the liver tissue. 
This effect of desoxycholic acid can be neutralized by huge doses of albumin. 
While albumin affords protection to the blood vessels against the effect of 
cholesterol,’ it fails to influence the effect of bile-acids. At best, one might 
find the number of damaged vessels to be smaller where rabbits were treated 
with suspensions containing albumin against the extent of vascular lesions in 
rabbits injected with suspensions not containing albumin. Moreover, where 
desoxycholic acid is injected into the blood stream of a rabbit, together with 
cholesterol and albumin, the protective action of albumin against cholesterol 
is absent or superseded by the toxic action of the bile acid. 

On observing the destructive action of desoxycholic acid, the original 
plan of study was abandoned. No attempts were made to inject bile acid 
first and cholesterol later, or to reverse the sequence of two such injections. 
Experiments were limited to desoxycholic acid as one may assume that its 
behavior is typical of many other known bile acids. 

In vitro, desoxycholic acid stabilizes cholesterol sols. Still, better 
stabilizers than desoxycholic acid are known. No precipitation or crystalliza- 
tion of cholesterol from colloidal suspensions occurs on addition of 
desoxycholic acid, regardless of its amount. In vivo, desoxycholic acid does 
not mitigate but rather enhances the effect of cholesterol upon blood vessels 
of the rabbit. 


SUMMARY 


1. Intravascular injection of colloidal desoxycholic acid to rabbits results 
in intimal-subintimal damage to blood vessels which is comparable to 
the effect of similarly introduced hydrophobic colloids. 

2. Simultaneous intravenous injection of desoxycholic acid and chol- 
esterol results in more severe vascular alterations than injection of 
either of the two substances alone. : 

3. Desoxycholic acid injection to rabbits results in dilatation of the 
portal vein and in periportal edema. 

4. Intravascular injection of albumin, together with desoxycholic acid, 
prevents, in large doses, the action of the bile acid on the portal sys- 
tem but fails to neutralize the effect of the bile acid onto the blood 
vessels. 

The author expresses his appreciation to Mrs. ration of tissue sections, and to Mr. George Jack for 
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Geriatric Orthopedics* 


Cecil Fleming, M.CH., F.R.C.S. 


| rules for the care of fractures in adults are not always applicable 
to the elderly. Ambulation even with weight-bearing may, for psychoso- 
matic reasons, be indicated before bony union occurs. Despite the danger of 
skin breakdown, plating of the tibial shaft fractures is sometimes preferable 
to a heavy cast. If the plating results in earlier return to familiar home sur- 
roundings, it may be life-saving. Fractures of the shaft of the humerus can- 
not always be treated by conservative methods. When a cumbersome plaster 
cast is apt to be crippling and depressing, open reduction and plating is 
preferable. 

Osteoporotic changes in the vertebrae may lead to compression fractures. 
Local tenderness and x-ray evidence are usually the only proofs of fracture. 
Prolonged bed rest, casts or other splints are contraindicated. As soon as 
tenderness subsides, the patient should be gotten up, even at the risk of 
increased deformity from early weight bearing. 


*Treatment of fractures in the aged. Lancet 260:758-759, 1951. 














Role of the Psychiatrist 
in Homes for the Aged 
Marc H. Hollender, m.v.* 


N RECENT YEARS more and more thought and effort has been devoted to 
the problems of the aged, and as a result homes for older people are no 
longer custodial institutions where residents sit around waiting to die. 

Many are now progressive institutions where men and women attain a new 
lease on life. While tremendous advances have been made in the past few 
decades, it is only recently that the psychiatrist has appeared on the scene. 
He has been there long enough, however, so that his role in the institutional 
program can be evaluated. 


AN APPROACH TO THE AGED 


% UNDERSTAND his role, it is necessary to know something about the 
present-day psychological approach to the aged. This approach begins with 
the thesis that people are people regardless of their age. Older men and older 
women are not cut to one pattern any more than men and women in other 
age groups. 

Second, they do not live in a second childhood. While the effects of 
senility take their toll, there are still a great many people in their 80's and 
90’s who have retained a large portion of their emotional maturity. 

Third, older people can and do learn new things. While there may be 
some impairment, an appreciable part of the capacity to learn may be retained 
throughout life. 

Fourth, the aged can lead active lives. 

Fifth, they have much to live for if life remains meaningful to them. 
There is always something to live for if one’s interest is maintained at a 
high level. 

Finally, they can live in the present. The more fascinating everyday life 
is, the less inclination there will be to turn to the past. 

What an older person is like is determined by personality patterns estab- 
lished during the formative years, by life experiences and by external and 
internal stresses which arise during the latter years. Pressures may be taken 
in stride or may result in an accentuation of lifelong traits or a break-through 
of underlying, hidden tendencies. These stresses include physical disability, 
economic problems, and rejection or a feeling of being unwanted. 

Stresses call forth defensive measures which ward off anxiety or tension. 
An older person may say in essence: “The world isn’t what it used to be. 


*Psychiatrist, Home for Aged Jews, Chicago, Illinois, and Adjunct, Division of Neuro-Psychiatry, 
Michael Reese Hospital. 
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New ways of doing things aren’t any good. Younger people don’t have the 
ability, principles and ideals people had in the good old days.” One defense 
involved in this attitude is that of projection. It is easier to say the world is 
no good than to face the fact that one feels that he is slipping and cannot 
keep up with newer ways of doing things. There is also some rigidity in the 
attitude. In a sense the person implies that he is old-fashioned and has fixed 
ways, thus avoiding the admission that he does not feel up to trying new 
things. A turning to the past is also involved. It is a turning back to a period 
- of greater capacity and satisfaction to avoid the discomforts in the present. 
The defenses of projection, rigidity and turning to the past focus away from 
feelings of inadequacy which would cause tension, and in this way protect 
against anxiety. 

The psychiatrist in a home for the aged looks upon defensive measures 
as a signal that something is amiss. He does not focus upon them but tries 
to understand what difficulties have called them forth. He recommends 
measures which increase feelings of adequacy and self-esteem. If the under- 
lying causes for the defensive behavior can be dealt with, the behavior pattern 
improves. For example, dictatorialness decreases as security increases.* 


THE PSYCHIATRIST AS A CONSULTANT 


—_ limitations of time make it impossible for the psychiatrist to treat 
more than a few patients, he devotes his major efforts to working with the 
personnel who have daily contact with the residents. In other words, he 
functions as a consultant to the director and to the other administrators and 
workers in the home. 

As a consultant to the director, the psychiatrist makes recommendations 
about the general program of the home.+ A home should remain an integral 
part of the community. Residents should not be isolated from the general 
population. The only restrictions of individual freedom should be those 
imposed by physical or emotional limitations. Residents should be allowed 
to come and go as often and for as long as they wish. They should be free 
to receive visitors at any time that people ordinarily would receive social 
calls at their apartments. They should have a large say in the conduct of 
their own affairs. They should be free to voice their opinions and _ their 
opinions should carry weight. Psychologically, this program which treats 
residents as people and not as inmates does much to maintain feelings of 
self-esteem and self-respect. 

It is the psychiatrist’s function to interpret to the director the emotional 
factors involved in situations which present problems. This understanding 
will help the director in his approach to the residents. 


*Therapy in which the defenses and what is de- for Aged Jews, Chicago, Illinois before a psychia- 


fended against are interpreted may be used in select- trist was on the staff. Many directors of homes for 
ed cases. In those instances the goal is to resolve the aged have instituted such programs. In some 
conflicts which had been unconscious. instances, however, recommendations made by a 


+The program suggested was in effect in the Home psychiatrist are in order. 
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T HE director plays a large part in shaping the general attitude of the home. 
If he is cold and impersonal 





if he focuses on things rather than people— 
the residents will be disgruntled and unhappy. If he is warm and understand- 
ing, the people will respond favorably. The dynamic factors are not difficult 
to comprehend. A cold or indifferent director reminds the residents of a son 
or daughter who has let them down. They react to him as they react to the 
son who has neglected or rejected them. 

A good director is the son they hoped their son would be. He has their 
interests at heart and he provides for their physical and emotional needs. He 
helps to diminish the feeling of rejection that was a harsh blow to their sense 
of self-esteem. Upon the director are transferred the feelings that the resi- 
dents once had for their parents, husband or wife, and those which they 
had hoped to have for a son or daughter. 

Mrs. C. F., age 77, entered the Home with many somatic complaints 
of which itching of the scalp, stomach pain and nervousness were the most 
prominent. She was agitated and depressed. In five months her condition 
improved considerably. Although she still had some of the symptoms, they 
were less severe. Agitation and depression were no longer evident. Whereas 
she had previously dwelled on her somatic complaints, she now devoted only 
a few minutes to them. She went on to state that she had been lonely and 
unhappy ever since her husband died seven years ago. She followed this 
with a lengthy eulogy of the director of the Home. It seemed apparent that 
she had transferred some of the feelings she had had for her husband to the 
director. This probably has played an important part in bringing about 
her improvement. 


The psychiatrist’s recommendations in problems involving roommates, 
interpersonal relationships and dealings with relatives may be helpful. He 
can advise the director in special projects which may be undertaken. For 
example, he can assist in the selection of volunteer workers and the choice 
of jobs open to these workers. 

Even in the construction of living quarters his advice may be of value. 
Long waiting lists and financial considerations bring community pressure 
for two-bed rooms, since in this way more people can be accommodated for 
less money. Psychologically single rooms would be preferable in most 
instances. (An exception is the person who would be afraid of being alone 
because he would not be able to call for help in an emergency.) To ask a man 
or woman of 70 or 80 to adjust to a roommate is asking a great deal. Espe- 
cially is this so when a person has lived alone for 30 or 40 or more years. 
When a home for the aged is built, a compromise should be reached in 
which both the needs of the community and the needs of the individual 
are considered. 

The psychiatrist, however, should not interfere in administrative matters. 
Whenever such problems arise in his dealings with residents, he should refer 
them to the director of the home. 
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é i HE psychiatrist works with the occupational therapist and the group 
worker in the over-all planning of a program and in the specific approach to 
individual residents. 

Three principles should be followed in planning a program. (1) Projects 
as much like work as possible should be provided because they bolster feel- 
ings of capability and usefulness. Work should be balanced with recreation. 
Music from records, singing and dramatics are generally popular forms of 
entertainment. (2) People in our society are accustomed to think in terms 
of the financial return their work will bring. The cash sale of handiwork is 
an important consideration, for when an item sells, it is concrete proof that 
one has retained the capacity to produce worthwhile things. Work done for 
charitable organizations, however, may be as meaningful as a job done for 
money. (3) The project should satisfy child-like needs—since older people 
like all people have such needs—without being too obviously childish. 

Older people will willingly make doll clothing for little girls but they 
will balk at making paper chains for their own parties. This is similar to 
the situation in which a father gratifies his own child-like needs by playing 
with his little boy’s electric train. 

In many instances the psychiatrist will write out a prescription for the 
occupational therapist or group worker. This prescription will be in general 
terms. Specific details will be left to the ingenuity and resourcefulness of the 
worker. At weekly conferences the occupational therapist and group worker 
have the opportunity to discuss their problems with the psychiatrist. 

The psychiatrist functions in a close relationship to the social service 
worker. He assigns cases to her, and he discusses them with her as prob- 
lems arise. 


Box E people should not be kept at bed rest any longer than it is absolutely 
necessary. These are the ones who have strong wishes to give up but who 
fight against them as long as they are up and about. 

Mrs. E. B., age 71, became an invalid when she fell and fractured her 
right femur three years ago. Her invalidism is now so complete that she 
must be fed. 

The oldest of three children, she spent a good part of her childhood taking 
care of the home during her mother’s frequent illnesses. After leaving school 
in the seventh grade, she stayed at home to help and later care for her sickly 
mother. For six years before she entered the Home she worked as a com- 
panion. After undergoing a mastectomy, she felt she could no longer work. 

She said that although she always had been weak, she had carried on 
with a will. She made a slip in that she said that her mother gave up when 
she meant to say that her mother died. 

J. W., age 79, had entered the Home shortly after his wife’s death 
three years before this interview. His first comment was: “You are exam- 
ining a dead man.” He was very depressed. 

From his history it was learned that his father died when he was 8 
years old. His mother remarried when he was 10. Since there was no room 
for him in the new home, he was put out as an apprentice. He married a 
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widow shortly after she had lost her only son. She was not able to have any 

more children. Their relationship was a very close one for 30 years. 

At the Home he formed a friendship with a woman resident. This 
lasted until he discovered that she was giving his presents to another of 
her admirers. When this relationship broke up, he became depressed. 

On the basis of an evaluation it appeared that a woman therapist would 
work more effectively than a man with J. W. During the early part of the 
treatment with the social worker, he was preoccupied with thoughts of 
death. As time went on and as he was able to derive support from his 
relationship with her, his depression lifted and he showed a renewed interest 
in living. 

Case studies on all applicants to the home are done by social workers. 
The psychiatrist is asked for his opinion only when questions arise. The 
social worker also helps residents with naturalization procedures, arrange- 
ments for school courses and some family difficulties. 


Ais CONSULTANT to the house physician, the psychiatrist does evaluations 
to determine the influence of emotional factors in illness. As Gitelson' has 
pointed out, people have a tendency to attempt to cope with vague general 
anxiety by attaching it to specific susceptible organs. Psychological tensions 
are translated into somatic tensions. The psychiatrist should discover and 
treat the insecurities which lead to the development of physical symptoms or 
to the accentuation of complaints produced by other causes. 

When the ravage of illness, such as heart damage, makes it necessary to 
restrict activity, a balance should be struck between the harmful effects of 
exertion and the deleterious effects of idleness. 

W. S., age 73, had been a house painter for 55 years. When he entered 
the Home, there was some question as to whether or not he should be 
allowed to paint because of his cardiac condition. A diagnosis of hyperten- 
sive-arteriosclerotic heart disease was made. He had decompensated mildly 
on several occasions. His blood pressure was 240/110. When he heard that 
he might not be allowed to work, he became upset and declared that he had 
come to the Home to live, not to die. “It would kill me if I couldn’t work.” 

Until he developed his heart condition, he never had been sick. He 
stressed the fact that he always had been very strong. The physician decided 
to let him paint for a few hours three days a week. He was allowed to paint 
as high as he could reach but he was not permitted to use a ladder. He has 
continued on this program for a little more than a year. As far as can be 
determined, his heart condition has not progressed. In commenting upon 
his work, he said: “It keeps me up. It’s better than medicine.” 

In this instance it seems that the effects of mild exertion have been less 
damaging than the effects of complete idleness would have been. 

There are instances, of course, in which idleness cannot be avoided. In 
dealing with people like Mrs. E. B., bed rest should be held to a minimum, 
and even then various activities should be continued during the period in bed. 

The psychiatrist should help orient the nursing staff to psychological 
problems of the aged. Understanding often helps to promote tolerance. 
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Mrs. L. was the subject of the following nursing note which indicates an 
attitude which requires attention: “Mrs. L. was less talkative until A. M. 
care. Then she was worse, if possible. She took her clothes off and she was 
going to give herself a bath because the nurse wouldn’t—and such talk! 
It was awful until I left duty.” The head nurse commented that only this 
nurse consistently had difficulty with Mrs. L. She added: “I think this 
nurse antagonizes Mrs. L. a great deal and makes issues out of her usual 
querulousness whereas the others take it more in stride and thus avoid 
much of the exaggerated response.” 





If a nurse has difficulty in her dealings with certain patients, an effort 
should be made to help her. This is important for the patient’s welfare and 
the nurse’s general efficiency. 

The psychiatrist makes specific recommendations for the nursing care of 
emotionally and mentally disturbed people. He sees to it that the nurses do 
not have to spend a disproportionate amount of time with one or two psy- 
chotic patients. When necessary, he makes arrangements to have the patients 
committed to mental hospitals. 


THE PSYCHIATRIST AS A THERAPIST 


hi ADDITION to his advisory role, the psychiatrist performs two major func- 
tions in his direct relationship with older people. The first is to evaluate 
applicants. The routine processing is handled by a social worker who sub- 
mits her report to the admission committee. When questions arise about an 
applicant, the psychiatrist interviews that person. On the basis of his findings 
he makes his recommendations to the admission committee. In his evaluation 
he must consider the needs of the individual and the needs of the home. Will 
the applicant fit into the home? Will he benefit from what the home has 
to offer? 

M. H., a 65-year-old man, had lost his wife after 43 years of married 
life. When he was seen four months after her death, he was in the midst of 
a mourning reaction. He said that his wife had been like a mother to him 
and that he felt completely and hopelessly lost without her. He wandered 
about aimlessly during the day and he dreaded the thought of returning to 
his empty and bleak apartment at night. In addition, he was a diabetic and 
needed a special diet which he could not get in restaurants. 

There had been some question as to this man’s fitness to enter the Home 
since his mourning reaction had taken the form of a moderately severe, 
agitated depression. His admission was strongly recommended because it 
was felt that the Home could supply some of the needs which his wife had 
met and in some small measure fill the void left by her death. 

Mrs. H., a 78-year-old, was somewhat confused. She jumped from 
one subject to another and frequently sang childish ditties. When asked how 
she felt, she whispered softly, “You are fine. Tell him.” Then she turned 
to me and said out loud, “I am fine.” The procedure was reenacted in 
response to several other questions. She had been rehearsed but her dis- 
criminative powers were so impaired that she was unable to handle her 
part without repeating the part of her coach. 
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A diagnosis of senile dementia was made. It was recommended that 
she be sent to a mental hospital. (Mild mental illness in itself does not pre- 
clude the possibility of admission to the Home.) 

Formerly it was felt that whenever it was physically possible a son or 
daughter should care for a parent. The viewpoint on this matter has changed. 
If there is too much friction when the aged person is in the house, it is better 
to make other living arrangements. Greater family harmony may be achieved 
in this way. The new arrangement not only helps the son or daughter, and 
often grandchildren, but it also makes things more pleasant for the elderly 
parent. Many people apply to the home because they do not want to burden 
their children or because they cannot get along with them while they live 
under the same roof. 


| F IMITATIONS of time make it impossible for the psychiatrist to carry out 
extensive individual therapy. He treats only a small number of people with 
emotional illnesses. While there may be some reluctance to go to a psychia- 
trist because of the antiquated notion that only “crazy people’ go to him, 
this should present no insurmountable barrier. When the reasons for his 
presence are explained by the director of the home, a good part of the resist- 
ance can be overcome. After a period of time the program will be accepted 
as part of a total scheme, providing for the needs of the people. Finally, some 
persons will seek out psychiatric help in the same spirit that they would seek 
out other types of medical assistance. 

In general, psychotherapy has two goals. (1) Old conflicts may be uncov- 
ered and resolved. The person, thus strengthened internally, is capable of 
making better adjustments. (2) Supports may be provided or external 
stresses decreased. This approach bolsters a weakened internal structure. 
Thus far only the latter approach has been employed at the Home for 
Aged Jews. 

In evaluations and in planning therapeutic programs, an understanding 
of psychodynamics is indispensable. Defenses and underlying conflicts are 
noted. This information is not passed on to the patient, but it is used in the 
selection of a therapeutic approach. Part of the goal may be to help a person 
give up defensive behavior which produces difficulties for him. For example, 
he will be less dictatorial when he feels more secure. At other times the goal 
is to fortify defenses which have been threatened, and which, once rein- 
forced, will cover over conflicts and thereby relieve tension. For example, 
occupational therapy may substitute for work and thereby help reestablish 
an old emotional equilibrium. 

Reassurance and support may be used to bolster old defenses which have 
toppled. As anxiety is relieved by reassurance and support, an old balance 
may be reestablished. Directive therapy has its place in certain situations. A 
person may be directed to tackle a project which otherwise he would be too 
fearful to try. If the project is carried out successfully, it may open a new 
channel of interest and restore lost confidence. Environmental manipulation 
is often of value. For example, at times a change of roommates may help. 
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Rearranging roommates, however, should not be regarded as a panacea. 
While personality difficulties may create tensions, the roommate problem 
also may be used as a channel for discharging tensions which arise from 
other sources. This is clearly illustrated in the case of a woman who fought 
violently because she wanted the window in her room closed at night. 
When she moved in with a woman who shared her desire to have the win- 
dow closed, she suddenly decided that she preferred to have it opened. 


3 HE psychiatrist treats acute psychotic episodes. Whenever possible, an 
attempt is made to keep a resident at the home in the infirmary rather than 
to send him to a state hospital. In instances in which an illness is prolonged 
and appears to be dangerous either to the individual or to others, a recom- 
mendation for commitment is made. While mild psychotics may be kept at 
the home for considerable periods of time, those who create too great a 
morale problem or those who require constant supervision must be sent to 
institutions which are set up for their care. 

Mrs. D. W., age 76, had been in a state hospital and a nursing home 
before coming to the Home. After a few weeks she developed the delusion 
that she had coitus a few times a night. She often went to the wash room 
to clean up after her sexual experiences. Finally she singled out one man 
as her lover and when she attempted to cane him for some breech of faith, 
it became necessary to recommit her to a state hospital. 

In the course of his work, the psychiatrist should carry out a research 
program. One approach is that of gathering clinical data which may be used 
as a basis for a more complete understanding of the problems of the aged. 
Another is the evaluation of various drugs which are tried in an effort to 
treat disturbances in brain function. 


SUMMARY 


The psychiatrist’s role in a home for the aged is two-fold. His major 
function is that of an advisor and a consultant to the personnel who have 
daily contact with the residents. His minor function is that of a therapist 
for a small number of residents 

The general approach which has been described in this paper is not 
the exclusive property of the psychiatrist. Many other people use sound 
psychological principles in their work, 

The psychiatrist, oriented as he is to think in terms of psychody- 
namics and emotional needs, however, can contribute to a broader under- 
standing of some situations and problems and his viewpoint may add 
much that is of value 

REFERENCES 
1. GiTELSoN, MAXWELL: The emotional problems of elderly people. Geriatrics 3: 135, May-June, 1948. 





*Appreciation for valuable assistance of many Dr. Harriet Sorter, the Home’s physician; Mrs. 


kinds is expressed to the staff at the Home for Aged Myra Levine, head nurse; Mrs. Sally Elgutter, so- 
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Thyroid Surgery in the Elderly 


HE usual clinical features of thy- 
vei disease may be absent in the 
elderly patient. Even in aged persons 
with hyperthyroidism the effects of ex- 
cessive thyroid activity are less pro- 
nounced than in the younger adult. 
Although, fortunately, hyperthyroidism 
is infrequent among the elderly, thyroid 
surgery has a place in the treatment of 
the aged patient. 

Indications for surgical treatment 
are: (1) apathetic hyperthyroidism, 
(2) thyrocardiac disease, (3) tracheal 
compression secondary to adenomatous 
goiter, and (4) cancer in the thyroid 
gland. 

Excessive hyperthyroidism in the 
aged presents itself as “apathetic” 
hyperthyroidism. This term, first em- 
ployed by Dr. Lahey, describes the 
elderly patients with toxic hyperthy- 
roidism who do not have exophthalmos, 
tremor and the other signs of hyperthy- 
roidism. On the contrary, they have an 
indifferent or apathetic facies which be- 
guiles the true underlying disease. 
These patients do have tachycardia and 


cardiac arrhythmias. Many of these in- 
dividuals are unrecognized and are 
treated as heart cases. These patients 
are benefited by proper thyroid surgery. 

Hyperthyroid heart disease or thyro- 
cardiac disease in the aged does not pass 
by the surgeon as often as does apathetic 
hyperthyroidism. Internists are alert to 
the presence of this etiological type of 
heart disease making it easily diag- 
nosed, and the patient, in spite of his 
age, is rapidly prepared for surgery. 
Adequate surgery has excellent bene- 
ficial effects on the patient. The intern- 
ist is often able to control this type of 
cardiac patient with great ease follow- 
ing thyroidectomy. 

The third indication for surgical in- 
tervention in the aged thyroid patient 
is tracheal compression secondary to 
adenomatous goiter. Situations of this 
type were seen in three elderly patients, 
all over 65, who presented a similar his- 
tory of having a preéxisting goiter 
which suddenly increased in size. 
Finally it ceased to enlarge. Associated 
with the sudden enlargement was 
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“wheezing” respiration and respiratory 
distress when lying flat in bed. The sud- 
den thyroid enlargement is attributed to 
hemorrhage in a cystic adenoma. The 
hemorrhage arises from a rupture of 
an arteriosclerotic vessel in the ade- 
nomatous structure. 

Elderly thyroid patients may be sub- 
jected to thyroid surgery for a fourth 
reason — namely, carcinoma. In years 
gone by the outlook for a patient with 
thyroid cancer was disheartening. Mod- 
ern surgery and radiation therapy bring 
new hope to such victims. Elderly 
patients with advanced cancer are no 
longer given passive nursing care. Ac- 
tive treatment is now available and 
when employed to its utmost can pro- 


long the life of those who are advancing 
in years. 

In the management of thyroid cancer, 
the surgeon can perform an almost total 
thyroidectomy. This thyroidectomy may 
or may not be associated with a radical 
neck dissection on one or both sides of 
the neck. Following surgery, radiation 
therapy with or without the administra- 
tion of radio-active iodine are valuable 
supplements to the surgical procedure. 
Combined treatment of this kind has 
benefited many patients afflicted with 
thyroid cancer. 

BERNARD J. Ficarra, M.D.* 

*Department of Surgery, St. Peter’s Hos- 
pital, Brooklyn, N. Y. 





Mental and Physical Rest 


with our dreams informs us, works 
on two shifts, one of sixteen hours 
while we are awake, the other of eight 
hours while we sleep. Ceaselessly the 
loom turns over the fabric of thought. 

We know too little about sleep even 
when we call it “normal” or “tired na- 
ture’s sweet restorer.”” We know still 
less about that induced by aid of so- 
porifics having light or profound effects 
for brief or more prolonged periods of 
time, with or without complex and dis- 
turbing side effects. 

There is need of greater clarification 
in the choice and proper application of 
the diverse therapeutic agents com- 
monly resorted to in general use. It is 


i as MIND, as the brief acquaintance 


not only important to be familiar with 
the literature and claims made by the 
various manufacturing pharmacists but 
also to heed the good or bad effects as 
recorded on the bedside chart and com- 
pare them with impressions as related 
by the participant concerned. Some 
hypnotic-treated patients may lie re- 
laxed, have eyes closed and quiet, 
rhythmic respiration, and yet in the 
morning have wild tales to unfold 
ascribed to the “dope” given to secure 
rest. This is not offered as a highly 
scientific treatise on physical and men- 
tal rest but as a suggestion that they are 
not synonymous nor do they always go 
hand in hand. 
AXEL EF, Hepsack, M.D. 





Medicine, by promoting health and preventing illness, endeavors to keep 
individuals adjusted to their environment as useful and contented members of 
society. Or by restoring health and rehabilitating the former patients, 1 
‘endeavors to readjust individuals to their environment. 

Henry L. Sicerist, M.D., A History of Medicine 
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Soczomedical Progress 


Devoted to constructive correlation of 
interrelationships between sociological 
and medical problems in the aged... . 








Quasi- Institutional Care of the Aged 


A Study of an Old Age Assistance 


Nursing Home Caseload—Part 1 


F ALL the problems presently vex- 
O ing administrators of public as- 
sistance to the aged, there is none 
which involves more detailed difficul- 
ties or greater expenditure of money, 
time and energy than that of provid- 
ing satisfactory sheltered care for the 
post-surgical convalescent, the chroni- 
cally and terminally ill and the infirm 
aged. 

Our community hospitals, already 
congested and understaffed, are in- 
tended primarily for acute illness and 
hence are not designed to handle pa- 
tients requiring protracted care. Coun- 
ty homes and municipal infirmaries are 
usually ill-equipped to provide for the 
chronically ill. Public hospitals, which 
are anxious to maintain professional 
standards for training and _ research, 
have not as yet developed facilities for 
geriatric care on a significant scale. 
Private nursing homes are limited by 
restrictions, often based on such fac- 
tors as the terms of charters and en- 
dowments, licensing regulations, lack 


*Supervisor, Bureau of Old Age Assistance, Som- 
erville, Massachusetts, and Lecturer in Sociology, 


John J. Griffin* 


of skilled personnel, absence of suit- 
able infirmary quarters, aloofness from 
and insensitivity to local needs and like 
causes. Hospital extension home care 
similar to the Montefiore Hospital 
program, while fraught with possibili- 
ties for the future, remains an almost 
isolated phenomenon. 

Independent home care with the help 
of visiting nurses and housekeepers 
together with social casework, is in- 
valuable in deferring placement in 
nursing homes, but eventually insti- 
tutionalization becomes necessary. Su- 
pervised family placement, modeled 
after foster homes for children, is still 
in the experimental phase. The usual 
type of boarding house demands an 
appreciable measure of personal self- 
reliance, and this plus other charac- 
teristic conditions renders them gen- 
erally inadvisable. 

The natural family environment is 
available to comparatively few. Urban 
apartment living, employment — of 
women, the economic inadequacy of 


Tufts College, Boston, Massachusetts. 
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many, irresponsible attitudes of chil- 
dren, the loosening of the old neigh- 
borly ties, the extraordinary mobility 
of our people, all of these circum- 
stances aggravate the fundamental 
problems of the aged. As a_ conse- 
quence, we are confronted with utiliz- 
ing commercial nursing homes. 

Prerequisite to any balanced long 
range program, a_ scientific 
ment of all elements of the problem 
should be made. Factual data must be 
amassed and practical experience must 
be detailed in order to furnish valid 
bases for comparative study and sound 
conclusions. 

Along these lines is presented an 
analysis of a total nursing home case- 
load of 129 persons who were recipi- 
ents of old age assistance from the city 
of Somerville, Massachusetts, during 
the month of July, 1950. A highly resi- 
dential center, 4.22 square miles in 
area, with a population of some 105,- 
000, Somerville has three privately 
owned hospitals, none of which cares 
for the chronically ill. It is only with 
the larger two of these, one with a 
capacity of 150 beds, the other 40, that 
the local old age assistance bureau has 
any appreciable business. In addition, 
it has satisfactory arrangements with 
the major Boston hospitals. There is 
no hospital operated by the local gov- 
ernment. A small one formerly used 
for contagious diseases has been trans- 
formed into a 44-bed commercial nurs- 
ing home, illustrating the shift in im- 
portance from the acute communicable 
diseases of childhood to the incapaci- 
tating degenerative disorders of later 
adulthood. A city home under the man- 
agement of the Board of Public Wel- 
fare has a capacity of 61, with an in- 
firmary accommodating 13 persons. 
Old age assistance is not available to 
persons in public institutions. There- 
fore, aged clients are not referred to 
the city home except when emergency 
requires temporary shelter. Two in- 
corporated homes for the aged, one 
under religious and one under secular 
auspices, have a capacity of 220 and 
58, respectively. Referrals are seldom 
made to either of these institutions. 


assess- 
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The aggregate expenditure of the 
bureau of old age assistance during 
the calendar year 1949 was $1,56/,- 
412.50. Of this amount $1,498,280.06 
was paid to 2516 clients, an average 
per person of $595.50. Several hun- 
dred of these cases, of course, were 
carried for but a minor part of the 
year. Of the total 2516 recipients, 159 
or 6.3 per cent received nursing home 
care at a total cost of $130,790.40, 
representing 8.7 per cent of the total 
direct assistance payments. The aver- 
age per case cost for nursing home 
patients was, therefore, $822.59. It 
must be remembered that many _pa- 
tients received such care for only part 
of the year. Hence this figure covers 
only the cost for the period spent in 


nursing homes. Assistance received 
prior to entering domiciliary facilities 


is not included in this latter average. 

The chief feature of medical care 
for Massachusetts old age assistance 
recipients is that of personal choice of 
physician. The Somerville Medical 
Plan requires only that physicians be 
registered to practice in the state. Fees 
are paid at the rate of $3.00 for a 
house call, $2.00 for an office visit and 
$5.00 for night calls. The attending 
physician’s judgment is accepted as to 
extent of medical service needed, and 
there is no limitation of the quantity 
of medicines. The necessity of pros- 
thetic devices must be certified by a 
professionally competent person and a 
rate schedule governs the amount of 
reimbursement allowed. Hospitaliza- 
tion is subsidized at day care rates of 
$8.00 per day for local institutions and 
$10.00 per day for hospitals outside the 
city. 

The bureau’s health program cost 
figures for the calendar year 1949 in- 
dicate that an average of 591 persons 
‘ach month received special grants for 
ordinary medical care, while an addi- 
tional 24 received payments for hospi- 
talization. During the year $75,515.41 
was paid out for physicians’ fees, medi- 
cines, prosthetic devices and_ visiting 
nurses’ services, while an additional 


$22,324.67 was given for hospital care. 
Thus the total expenditure for medi- 
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cal care, exclusive of the costs for nurs- 
ing home care, amounted to $97,840.08. 
NUMBER AND 


DISTRIBUTION OF CASES 


During the month of July, 1950, the 
bureau of old age assistance aided 2224 
aged clients. Of this caseload, 129 per- 
sons received nursing home care. These 
patients were distributed in 18 nurs- 
ing homes, 10 of which are located 
within the municipal boundaries. The 
10 Somerville homes have a total bed 
capacity of 224, 98 of which were oc- 
cupied by our old age assistance re- 
cipients. The other 31 clients were not 
placed in these homes either because 
of the expressed desires of clients 
themselves and their interested rela- 
tives or because of lack of accommoda- 
tions locally at the time needed. 


SEX AND AGE 


Of the 129 cases, 94 or 72.9 per cent 
were women and 35 or 27.1 were men. 
The preponderance of women in a 
ratio of almost 3 to 1 was dispropor- 
tionate to the general caseload which 
had approximately 2 women to every 
man. The over-all average age of this 
group was 80 years. The average age 
of the women was 79.5 years and that 
of the men, 80.6 years. 


MARITAL STATUS 
The rather widespread notion that 
most of our institutionalized aged are 
people who were always unattached is 
not borne out by this study. There were 





TABLE 1 
MARITAL STATUS OF CLIENTS IN NURSING 
HOME CASELOAD 

Marital 

Status Males Females Total Percentage 
Single 0 19 19 14.7 
Married 14 8 22 iy B 
Widowed 16 62 78 60.5 
Divorced 3 2 5 3.9 
Separated 2 2 4 3.1 
Deserted 0 I I 0.8 
Totals 35 04 129 100.0 





no bachelors among the 35 males, 
though 16 or 46 per cent were widow- 
ers. So also only 19 or about 20 per 
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cent of the 94 women were spinsters, 
while 62 or some 66 per cent were 
widows. Remarkably enough, 14 or 40 
per cent of the men had spouses alive, 
while but eight or only a little more 
than 8 per cent of the women had hus- 
bands living. Only in two cases were 
both husband and wife together re- 
ceiving nursing home care. The analy- 
sis of marital status is shown in 
Table 1. 
NUMBER OF CHILDREN 


Among the 35 men, all of whom 
were at some time married, a total of 
10 or 28.6 per cent had no children, 
and the sum total of children accruing 
to the group was but 60, or 2.4 chil- 
dren per parental male. 

The percentage of childless women 
is notably high. Thus, of the 75 women 
who had been married, some 33 or 44 
per cent had no children. The total 
number of children born to the re- 
mainder of the group was 135, or 3.2 
children per maternal spouse. 


ECONOMIC CONDITION 


Under the Massachusetts Old Age 
Assistance Law a recipient may have 
liquid assets such as bank reserves, 
bonds, stocks and like resources up to 
a total of $500. In addition, the pos- 
session of life insurance in any amount 
does not constitute a barrier to eligi- 
bility. However, if the cash surrender 
value of such insurance exceeds $1000, 
the amount of the policy in excess of 
this maximum must be assigned to the 
local bureau. Moreover, a_ recipient 
may possess residential real estate, but 
if the value exceeds $3000 a mortgage 
bond in the amount of the excess must 
be made to the city treasurer. Persons 
whose ill health compels them to leave 
their residences are not obliged to sell 
their property immediately. The own- 


ership of unprofitable land is no 
obstacle. 

A survey of the 129 nursing home 
patients disclosed that only three 


owned real property. The only liquid 
assets available among these patients 
were bank funds. Of the total group, 
95 or 73.6 per cent were without any 
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such resources, while the remaininz 
34 or 26.4 per cent possessed a gross 
sum of $9004.14, or an average of 
$264.83. Only seven or 20 per cent of 
the men had bank accounts, totaling 
but $1860.45 or an average of $265.77. 
Of the women, 27 or 28.7 per cent had 
bank resources totaling $7143.69 or an 
average of $264.58. 

In contrast to the small number of 
those possessing bank deposits was the 
comparatively high number having life 
insurance coverage. Indeed 76 of the 
129 persons or approximately 59 per 
cent had this kind of protection. The 
face value of the policies in force 
grossed $25,658.57 or an average cov- 
erage per person of $337.61. A greater 
proportion of men than women were 
insured. Of the men, 23 or 65.7 per 
cent had insurance valued at $8781.97, 
or an average per holder of $380.52. 
In the case of the women 53 or 56.4 
per cent had insurance totaling $16,- 
906.60, or an average per insured of 
$318.99. 

Further insight into the economic 
status of the clients was gained by in- 
vestigating their sources of income 
other than old age assistance. Almost 
two thirds of the caseload had no out- 
side income whatsoever. To be exact 
82 of the 129 in the group or 63.6 per 
cent were dependent wholly on old age 
assistance. The other 47 or 36.4 per 
cent derived income from a variety of 
sources, the most notable of which 
were the voluntary and mandatory 
contributions of children, pensions, an- 
nuities and Social Security benefits. 
The 47 patients had a total non- 
assistance income of $1988.77 per 
month or an average of $42.31 
monthly. 

Under Social Security rules, all in- 
come must be considered in budgeting 
assistance grants to needy individuals. 
However, it is permissible under Mas- 
sachusetts standards for a recipient to 
have “earmarked” income, that is 
money given by a relative, friend or 
agency for a specific extra need not 
_ covered in the budgeted grant. Thus, 
if someone wishes to supplement the 
budgeted amount in order that the 


recipient may have better nursing home 
accommodations than would be other- 
wise available to him, such an arrange- 
ment is quite acceptable and the money 
donated specifically for the extra need 
is not deducted from the regularly 
computed assistance grant. However, 
voluntary contributions of a general 
character not designated for any spe- 
cific need are deductible. It is signi- 
ficant, therefore, that more than a third 
(36.6 per cent) of the 47 clients with 
recorded income were receiving vol- 
untary “earmarked” donations from 
children. In every instance, the contri- 
bution was to pay nursing home rates 
in excess of those established as maxi- 
mum by the state and local standards 
of assistance. These 17 persons were 
receiving a total of $719.10 a month 
or an average of $42.30 monthly. 
Equally noteworthy is the fact that 
less than a third or only 15 of those 
with income were Social Security bene- 
ficiaries. Their payments, too, were 
very low. The whole sum paid to the 
15 was $328.71 or an average of $21.91 
monthly. The full significance of this 
may best be appreciated by recalling 
that as originally planned the insur- 
ance level of the Social Security pro- 
gram was intended in due time to make 
the assistance plan unnecessary. His- 
tory attests that the assistance pro- 
gram far outran the insurance plan 
which has remained virtually static, 
while the assistance program has ex- 
panded to meet inflationary living 
costs. 

Fairly liberal exemptions are al- 
lowed children before they are con- 
sidered liable for support or partial 
support of needy aged parents under 
Massachusetts law. The basic exemp- 
tion for an unmarried child living apart 
from a parent is $1750 yearly plus 
whatever amount is paid in federal 
and state taxes. Only one-third of the 
gross sum above the exempted amount 
is apportioned to the needy parent. A 
married child has a $2750 basic ex- 
emption irrespective of whether or not 
his spouse is employed plus $500 addi- 
tional exemption for each child. More- 
over, educational expenses for sons 
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and daughters, extraordinary medical 
expenses and similar obligations re- 
sult in a proportionate increase in sal- 
ary exemptions. It is not surprising 
therefore that only 11 or 23.4 per cent 
of the 47 persons with income were 
receiving mandatory contributions 
from their children. These 11 persons 
were receiving a total of $242.60 or an 
average of $22.05 each monthly, rang- 
ing from a low of $2.06 to a top figure 
of $51.27 monthly. 

In addition to the major sources out- 
lined, seven persons were receiving 
pensions. of a. monthly average of 
$54.07, two had insurance annuities 
averaging $51.75 per month, three had 
unstipulated voluntary contributions 
from children averaging $17.56 month- 
ly, two had mandatory income from 
spouses with a $48.35 monthly aver- 
age, three received monthly.,contribu- 
tions from relatives averaging $36.10, 
a friend supplied $21.65 monthly to 
one patient and another received a 
similar contribution voluntarily from 
an employed spouse with a low in- 
come. Of the 47 income-receiving per- 
sons, 15 had two sources of such in- 
come. 


DURATION OF ASSISTANCE 

Considering the average age of our 
subjects and their prevailing economic 
condition, it is instructive to review 
the average length of time assistance 
was received. It will be recalled that 
the average age was just 80 years. 
The average duration period on as- 
sistance was 69.7 months, or almost 
five years and 10 months. Thus, the 
average age of application for assist- 
ance of the group was 74 years, an un- 
usually high figure in view of the eligi- 
bility age of 65 years. The average age 
of men in the caseload as indicated 
was 80.6 years, while their average 
time on assistance was 77.5 months or 
almost 6.5 years. The average age of 
the women was 79.5 years and their 
average period as assistance recipients 
was 61.9 months or approximately five 
years and two months. The period of 
assistance ranged from two months to 
19 years. 
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DURATION OF NURSING HOME CARE 


Another phase of the study was the 
comparison of length of stay in nurs- 
ing homes with the average age of the 
clients. Some patients had shifted from 
one nursing home to another during 
the course of years, but the incidence 
is relatively low. However, in calculat- 
ing the length of stay the total time 
spent in all homes, if consecutive, was 
computed. The case records present a 
range from one week to 14 years, with 
an over-all average of 25.4 months. 
Compared with the general average 
age of 80 years, this indicates that the 
average age of entry into nursing 
homes in this group was almost 78 
years. This fact goes a long way 
towards explaining the residual char- 
acter of these quasi-institutions, the 
greater part of the population of which 
are definitely terminal cases. Since the 
average period on assistance was five 
years and 10 months, this study dem- 
onstrates that on the whole, the pa- 
tients were in economic distress for a 
period of well over two years before 
their health declined to the critical 
point demanding protective care. The 
average length of time spent in nurs- 
ing homes by the women was 34.7 
months, or less than three years. Since 
their average age was 79.5 years, it is 
clear that the average age of entry into 
a nursing home was well over 75. 
While the average age of the men 
was 80.6 years, their average institu- 
tional stay was only 16.1 months, or 
less than a year and a half. Thus, the 
average entry age of the men was in 
excess of 78 years. When one trans- 
lates these figures in terms of human 
personality; it is impossible to over- 
look the significance of the inherent 
striving for personal independence 
which persists among the aged. 


PREVIOUS’ LIVING ARRANGEMENTS 

The socially-conscious physician ‘as 
well as the medical social worker is 
led logically to inquire: “From what 
type of environment do aged nursing 
home clients come?” 

In this study, only 11 or almost 8.5 





258 


per cent of the 129 patients were re- 
ferred directly from hospitals to the 
nursing homes. Of special psychologi- 
cal consequence, the largest number, 
41 or slightly less than a third of the 
total, left their own apartments to en- 
ter the proprietary homes. A much 
lesser proportion, 29, moved out of 
their married children’s dwellings, 
while another nine moved from the 
abodes of relatives. A sizable segment, 
31 to be exact, had previously boarded 
with non-relatives. The remaining 
seven previously lived in single rooms, 
and one lived with a single child in her 
apartment. 


CLASSIFICATION 


The Massachusetts standards of 
assistance establish maximum _ rates 
payable for nursing home patients in 
accordance with their degree of physi- 
cal incapacitation. The three classifica- 
tions are: ambulant, semi-invalid and 
bedfast, and the corresponding rates 
are: $18.00, $21.00 and $25.00 week- 
ly. Extent of disability is determined 
by the physician who certifies the need 
for nursing home placement. As a 
matter of practice, scarcely any ac- 
commodations are available locally at 
the low figure of $18.00, and in fact 
few placements are now made at less 
than $25.00. This is true regardless 
of the mobility of the individual or the 
type of room used. 

Our classification showed _ that 
among the 35 males, 22 or 62.8 per 
cent were ambulant, 9 or 25.8 per cent 
were semi-invalids and 4 or 11.4 per 
cent were bedridden. Of the 94 fe- 
males, only 43 or 45.7 per cent were 
able to walk, while 26 or 27.7 per cent 
were semi-invalids and 25 or 26.6 per 


cent were wholly incapacitated. It 
should be mentioned that many of 
those in the “ambulant’’ class were 


only able to get about inside the house. 
With this in mind it is, nevertheless, 
interesting to find that of the total 
caseload of 129, more than half, 65 or 
50.3 per cent, were ambulatory, while 
35 or 27.1 per cent were partially dis- 
abled and less than a fourth, 29 or 22.5 
per cent, were entirely disabled. In the 
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light of the high average age of 80 
years, this would seem to indicate that 
these patients were endowed with a 
fundamentally strong constitution. 


ACCOM MODATIONS 


There is considerable difference of 
opinion as to what type of accommoda- 
tion best meets the needs and prefer- 
ences of the infirm aged. In the ulti- 
mate analysis the matter resolves itself 
into individual preferences and_per- 
sonal adjustments. While some pa- 
tients cherish privacy above all else, 
many want some companionship since 
conversation is often the only social 
participation available. On the other 
hand, some ordinarily social individu- 
als become ultra sensitive and tend to 
isolate themselves because of their 
physical disorders. Clash of tempera- 
ments and the tendency of those who 
are idle and frustrated to concentrate 
unduly on others’ idiosyncrasies de- 
mand constant supervisory vigilance 
and adjustment. 

Little thought goes into the adapta- 
tion of personalities in most of our 
commercial nursing institutions. Ac- 
commodations are suited to financial 
means rather than personalities. In 
order to maintain domestic tranquility, 
certain changes are sometimes forced 
on superintendents, but the typical so- 
lution is removal of cases which be- 
come too burdensome. 


TABLE 2 


TYPES OF ACCOMMODATIONS 





Type Percentage 
of Accom- of 
Male Female Total Caseload 





Private Room 


2 3 5 3.8 
Two-bed room 5 29 34 26.3 
Three-bed room 10 23 33 25.1 
Four-bed room 11 30 41 31.8 
Five-bed room I I 1.0 
Six-bed room I 3 4 3.0 
Seven-bed room 5 4 9 7.0 
Nine-bed room I I 1.0 
Seventeen- 
bed room “* I I 1.0 





It is not surprising, therefore, to 
discover that only five persons or 3.8 











to 








per cent of our caseload of 129 pa- 
tients enjoyed private rooms. Over 
half of them were placed in either two- 
or three-bed rooms, with 34 or 26.3 
per cent in semi-private rooms, and 33 
or 25.1 per cent in three-bed rooms. 
Almost a third of the total, 41 or 31.8 
per cent, were in four-bed quarters. 
The other 16 or 13 per cent were 
placed in dormitories having from five 
to 17 beds. Nine or 7 per cent were in 
seven-bed rooms, four persons or 3 
per cent were in six-bed rooms, while 
one or about 1 per cent was in a four- 
bed room, and another was in a 17-bed 
dormitory. Actual inspection of the ar- 
rangements revealed that almost uni- 
versally neither bed screens nor alcove 
curtains are used except in rare cir- 
cumstances. 


RATES PAID BY PUBLIC ASSISTANCE 

While rates are supposedly set in 
conformity with the degree of deteri- 
oration of the patient and the accom- 
modations accorded, actually it is a 
matter of marketing for available space 
with little choice. When the time 
comes for placement there is usually 
urgent need for speedy and decisive 
action. Hence there is scant time or 
opportunity for shopping or bargain- 
ing, and progressive social work agen- 
cies know that the interests of its 
clients will probably be jeopardized if 
they indulge in either. Rates paid by 
the assistance agency, therefore, are 
not necessarily an accurate index of 
the character of the services which 
they purchase. 

The rates actually paid by the bu- 
reau of old age assistance for the cases 
in this study ranged from $10.00 to 
$56.00 weekly. The prevailing rate 
was $25.00 weekly for 30 or 85.7 per 
cent of the males and for 68 or 72.3 
per cent of the females, or 75.9 per 
cent of the entire group. For 11 pa- 
tients or 8 per cent who suffered from 
intestinal incontinence and __ similar 
conditions requiring extraordinary 
care, the bureau paid $30.00 weekly. 
For five terminal patients or 3.8 per 
cent confined in a first class hospital 
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TABLE 3 
NURSING HOME RATES PAID BY ASSISTANCE AGENCY 





Percentage 








ot 
Amount Male Female Total Caseload 
$56.00 ee 5 5 3.8 
$30.00 I 10 11 8.0 
$25.00 30 68 98 75-9 
$24.00 I I 1.0 
$23.00  } . 2 5.5 
$21.00 I 3 4 3.0 
$20.00 I I 1.0 
$18.00 . 5 5 3.8 
$15.00 “ I ais I 1.0 
$10.00 i I I 1.0 





for incurables, the agency paid $8.00 
per day or $56.00 weekly. Because of 
the chronic nature of their illness and 
their institutional care, these five per- 
sons were carried in the nursing home 
caseload. On the other hand, for five 
ambulant patients the assistance grant 
was computed at but $18.00 weekly. 
Four more ambulant patients were 
subsidized at $21.00 per week. Two 
patients received basic grants of $23.00 
weekly, and one person received each 
of the following rates: $24.00, $15.00 
and $10.00 weekly. The latter figure 
was paid to a person paying this 
amount in an incorporated charitable 
home. Table 3 shows detailed rates 
by sex. 
ACTUAL RATES 

The basic weekly grant for care 
given by the bureau was supplemented 
by children, relatives or friends in or- 
der that the patients might have better 
accommodations in 24 or 18.6 per cent 
of the cases. In 19 situations or 14.7 
per cent, while the bureau was paying 
$25.00 per week, the actual rate was 
in excess of that amount. In seven 
cases the actual rate was $30.00 week- 
ly; in eight it was $35.00; it was 
$40.00 in one; $50.00 in another; in 
yet another $27.50; and in the nine- 
teenth case it was $28.00. In two in- 
stances where the agency was paying 
$30.00, the actual cost was $35.00. 
One $18.00 case was paying $35.00, a 
case rated at $21.00 was supplemented 
to $30.00, while another patient receiv- 
ing $24.00 was being charged $35.00. 
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TOTAL ASSISTANCE GRANTS 

The money paid for nursing care is 
but part of the payment made to the 
individual assistance recipient, since al- 
lowances are also made for insurance 
premiums, clothing, leisure time ac- 
tivities and miscellaneous personal 
needs. The economic impact of assist- 
ance to the chronically ill aged is 
shown graphically in the total costs. 
The total regular monthly grants to 
the 129 nursing home cases showed 
that they were receiving assistance at 
the total rate of $14,565.30 monthly or 
a per capita average of $112.90 per 
month, exclusive of the costs of medi- 
cal care. The 35 men were receiving 
$3,563.80 or an average of $101.82 per 
month, and the 94 women were re- 
ceiving $11,001.50 or an average of 
$117.09 per month. The individual 
monthly assistance grant for nursing 
home cases of $112.90 contrasts sharp- 
ly with the over-all per capita average 
for the entire agency caseload of 2224 
which was $62.08 monthly. 


PATHOLOGY 

At the time an assistance recipient 
enters a nursing home, a medical re- 
port with full diagnosis must be filed 
by the physician who certifies the need 
for placement. Periodically, a new 
medical evaluation is required. Ab- 
stracts are obtained for patients re- 
ferred directly from hospitals or who 
have recently been hospitalized. 

The diagnoses, as might be expect- 
ed, revealed the prevalence of the pro- 
gressive degenerative disorders. The 
principal pathologic syndrome was the 
cardiovascular complex. Of the 129 
patients, almost two-thirds, 82 or 63.5 
per cent, were so affected. Some 26 or 
20.1 per cent had suffered cerebral 
accidents, about two-thirds of which 
resulted in hemiplegia. The incidence 
of cancer was relatively low, occur- 
ring in only nine individuals repre- 
senting about 7 per cent of the group. 
Almost a quarter of the subjects, 31 


TABLE 4 
PATHOLOGICAL CONDITIONS DIAGNOSED IN 129 
NURSING HOME CASES 








Percentage 
Number of 
Diagnosis of Cases Caseload 
Cardiovascular 82 63.5 
Arthritis 31 24.0 
Cerebral Accidents 26 20.1 
Senile Dementia 24 18.6 
| Hip 9 
| Femur 2 
Fractures { Humerus 2 17 13.1 
Leg 3 
Spinal I 
Blindness II 8.5 
Malignant Neoplasms 9 6.9 
Secondary Anemia 8 6.2 
Diabetes 8 6.2 
Deafness 6 4.6 
Hernia 4 20 
Asthma 3 2.3 
Nephritis 3 232 
Bronchitis 2 1.5 
Dermatitis 2 1.5 
Pernicious Anemia 2 1.5 
Prostatitis 2 1.5 
Cystitis I 0.7 
Anklyosis I 0.7 
Parkonsonism I 0.7 
Sinusitis I 0.7 
Multiple Sclerosis I 0.7 
Colitis I 0.7 





persons or 24 per cent, had arthritis. 
Mental disorders were described in 24 
or 18.6 per cent of the cases. In 23 the 
finding was senile dementia and in 
one, involutional melancholia. Bone 
fractures constituted the disability in 
17 persons or 13.2 per cent. Incidence 
of nephritis was entirely dispropor- 
tionate to the number of cases cited as 
cardiovascular, occurring in only three 
instances or in 2.3 per cent. This may 
perhaps be explained by the fact that 
some physicians regard the term “gen- 
eralized arteriosclerosis” as implying 
cardiovascular-renal breakdown. Other 
conditions detailed were asthma, three 
or 2.3 per cent; hernia, four or 3.1 per 
cent; blindness, 11 or 8.5 per cent; 
and deafness, six or 4.5 per cent. The 
complete analysis of the diagnoses may 
be seen in Table 4. 


(The second part of this study will be published 
in the next issue of GERIATRICS.) 
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Emotional Factors in Cardiovascular 
Disease 


Edward Weiss, M.D., American Lecture 

Series No. 97, 1951. Springfield, Illinois : 

Charles C. Thomas. 84 pages. $2.25. 
This little volume is packed with wisdom 
and experience. The clarity and thorough- 
ness of exposition reveals the author’s depth 
of understanding. The integration of the 
psychic and somatic aspects of this important 
problem reveal that Weiss is neither a psy- 
chiatrist nor a cardiologist in the restricted 
sense of these terms; he is something more: 
a true physician. 

The symptomatology attending organic 
heart disease and the very similar clinical 
picture produced by anxiety are ably con- 
trasted and workable practical methods of 
clinical differentiation presented. After a 
discussion of “functional” heart disease, there 
follows a brief consideration of neurocircula- 
tory asthenia. Though this distinction of 
neurocirculatory asthenia as an entity is open 
to criticism, the arrangement is justified by 
the regrettable fact that neurocirculatory 
asthenia has been discussed so exhaustingly 
as an entity in the past. 

The chapter on hypertension and anxiety 
is a beautifully written summation of this all 
too frequent problem. Hypotension and the 
undesirable consequences of anxiety upon the 
course of organic heart disease are briefly con- 
sidered. Though there is nothing truly new or 
startling in this little lecture monograph, it is 
so beautifully written and so meaty an epitome 
of present day concepts it is a pleasure to 
read it. As a refresher or a reminder that 
the individual is truly indivisible, the book 
is most worth while. 

Epwarp J. Streciitz, M.D. 


Washington, D. C. 
* 
Hypertension 
Edited by E. T. Bell, M.D., 1951. Minne- 
apolis: University of Minnesota Press. 


573 pages. $7.50. 
This volume is a compilation of the proceed- 
ings of a symposium on hypertension held at 
the University of Minnesota in the fall of 
1950 in honor of Drs. Elexious T. Bell, Ben- 
jamin J. Clawson and George E. Fahr. 

Thirty papers by 24 distinguished phy- 
sicians representing every section of the 
United States and three foreign countries are 
presented. Existing knowledge with regard 
to the problems of hypertension and its ther- 


Book Reviews 


apy are summarized and brought up to date. 
The book is superbly edited by Dr. Bell 
and is a most worthy contribution to the 
literature on hypertension. It should prove 
of great interest not only to research workers 
but to all practitioners of medicine interested 
in the field of hypertension. 
Tuomas ZIskIN, M.D. 
Minneapolis, Minnesota 


Radiation Therapy and Management 
of Cancer of the Uterine Cervix. 


M.D., 1951. Spring- 
C. Thomas. 196 


Cantril, 
Charles 


Simeon T. 
field, Illinois: 
pages. $5.00. 
In this well-printed 196 page manual Dr. 
Cantril discusses the natural history and 
complications of cervical cancer with regard 
to radiation therapy and includes reproduc- 
tions of the League of Nations 1937 clinical 
staging diagrams. Radiation therapy is con- 
sidered from the fundamental standpoints of 
the Stockholm, Paris and Manchester tech- 
niques, and the adjustment of technique to 
meet the needs of the individual case is 
emphasized. Although broad outlines of 
treatment are set down, he stresses that cor- 
rect application requires judgment which 
can be gained only through experience. The 
complications of radiation therapy are dis- 
cussed and short sections on treatment of 
cancer on the cervical stump and in preg- 
nancy are given. An excellent bibliography 
is included and a survey of the results of 
treatment from world wide sources is tabu- 
lated. The book is well done and deserves 
recommendation to radiologists, gynecolo- 
gists and practitioners concerned with cancer 
of the uterine cervix. 
S. C. Von DrasHeEk, M.D. 
Minneapolis, Minnesota 


Symposium on Steroids in Experiment- 
al and Clinical Practice. 


Edited by Abraham White, 1951. New 

York: The Blakiston Co. 415 pages. $7.50. 
This book is a report of a research con- 
ference. It is a valuable document for those 
investigators interested in steroid physiology 
and use in the clinic who were not privi- 
leged to attend the meeting. However, it will 
not be of great use to the non-specialist be- 
cause the book necessarily presents a great 
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deal of rather raw data, statistically untreat- 
ed, and therefore difficult to interpret and to 
evaluate. The book does provide a wealth of 
suggestions for further study and presents 
interesting if not conclusive comparisons of 
therapeutic activity of numerous steroids in 
connection with such diverse conditions as 
arthritis, male infertility and cancer. It also 
constitutes a progress report on numerous 
metabolic investigations. A feature of in- 
terest to students of geriatrics is the ma- 
terial presented on steroid excretion in rela- 
tion to age. 
Maurice B. VisscHer, M.D. 
Minncapelis, Minnesota 


An Atlas for the Clinical Use of the 
MMPI 
Starke R. Hathaway, 
Meehl, 1951. 
versity 
$9.75. 
Not a manual telling how to administer and 
score the inventories, but rather a reference 


| Ph.D. and Paul E. 
Minneapolis, Minnesota: Uni- 
of Minnesota Press. 799 pages. 


manual for the professional user of the 
Minnesota Multiphasic Personality Inven- 
tory, the Atlas is a reference book with 


which the clinician may compare his own 
cases with similar profiles. There are 968 
short case histories presented; of these 458 
studies are of men, 510 of women, with one 
or more profiles for each case. One hundred 
and fifty cases have been drawn from other 
sources in the United States and also from 
England. 

The histories are arranged in numerical 
order by the MMPI profile code, and an 
extensive cross index is also provided. The 
types of cases included are those of alcoholics, 
psychotics, epileptics, paranoids, schizoids 
and all other varieties of neurotic and psy- 
chotic disturbances. There are profiles drawn 
from groups of college students, adult guid- 
ance clients, VA hospital patients and prison 
inmates. 

The histories represent summaries of 
longer and more comprehensive case reports, 
and give a description of the person at the 
time of first hospitalization or interview, 
pertinent historical information, description 
of the person’s subsequent behavior and re- 
sponse to treatment and most cases offer a 
prognosis. The volume is a good reference 
providing a representative cross section of 
clinical experience with the MMPI. 

L. 1. W. 


Publications Received 

As space permits, books of particular in- 
terest will be reviewed more extensively in a 
subsequent issue of GERIATRICS. 


Surveying Community Needs and Re- 
sources for Care of the Chronically Ill. 


Published by the Central Service for the 
Chronically Ill of the Institute of Medicine 
of Chicago, 343 South Dearborn Street, 
Chicago 4, Illinois, 1951. 25 pages. Forty 
cents per copy. 


Directory of Recreation Facilities for 
Older People. 


Prepared for the Conference Group on 
Welfare of the Aged, by the Information 
Bureau, Welfare Council of New York 
City, 44 East 23rd Street, New York 10, 
N. Y. Revised 1951. 32 pages. Twenty-five 
cents per copy. 


Retire and Be Happy. 


Irving Salomon, 1951. New York: Green- 
berg, Publisher. 205 pages. $2.95. Helpful 


information and advice for those who are 
contemplating, or facing retirement, as well 
as for those already retired. 


International Survey of Social Security, 
Comparative Analysis and Summary of 
National Laws. 


Published by the International Labour Of- 
fice, Geneva, Switzerland. Issued in the 
United States by the International Labor 
Office, Washington Branch, 1825 Jefferson 
Place, N. W., Washington, D. C. $1.50. 


Sixth Report of The Nuffield Foundation 


Published by The Nuffield Foundation, 12 
and 13 Mecklenburgh Square, London, 
W. C. 1, England. The report includes a 
chapter on the care of old people, estab- 
lishment of homes and residential accom- 
modation, clubs, and other special work 
with the aged done under the provisions of 
the Foundation. 


Hope and Help for the Alcoholic 
Harold W. Lovell, M.D., 1951. New York: 
Doubleday & Company, Inc. Authorita- 
tive advice on the most effective methods 
of helping the alcoholic. $2.75. 


Transactions First International Con- 
ference Still Available 


Six copies of the proceedings of the First 
International Conference on Gerontology, 
held at Liége, Belgium in July, 1950, are 
still available. A copy may be secured by 
sending an order, with two dollars, to Geri- 
atrics, 84 South Tenth Street, Minneapolis 

Minnesota. 














To compensate 
for the nutritional infirmities 
of age 


Trade Mark 


The established need for nutritional supplementation 
in older patients is based on many factors. Among 
them are, limited appetite, chronic disease, impaired 
digestion and assimilation, poor dietary habits, and 
the cumulative nutritional deficits of the years. 


GERIPLEX helps the physician meet the complexities 
of this important aspect of daily practice. Since each 
constituent has been weighed against the specific 
requirements of the aging process, GERIPLEX affords 
an important adjunct to the management of 
middle-aged and elderly patients. 


Each Kapseal® contains: 
ct et, SO ee oe Cr ee 
Choline Dihydrogen Citrate. . . . . . . . . 20 mg. 
Vitamin B, (Riboflavin) bette: abies ve 18 5 mg. 
Mixed Tocopherols (Vitamin E Factors). . . . . 10 mg. 


CT SNe en ee OMY am 
Vitamin B, (Thiamine- Hydrochloride) . . . . . 5 mg. 
VitweninG (Ascorbic Acid) . ... . 3. « » « Game 
Nicotinamide (Niacinamide). . . . . . . . . 15 mg. 


GERIPLEX Kapseals are supplied in bottles of 100 and 500. 


Dosage: One Kapseal daily is usually adequate though 

dosage may be increased by the physician in febrile illnesses, 
in pre-operative preparation or during post-operative care, or 
whenever potentialities of vitamin deficiency states are increased. 
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Dicests from Current Literature 


Practical Diagnosis in Preventive 
Geriatrics. 


BENJAMIN V. Wuite, M.D., Connecticut, 


M. J., 329-332, 1950. 

Suitable advice on personal hygiene is the 
cornerstone of medical care in the productive 
years from 40 to 65. Benjamin V. White, 
M. D., of Hartford, Connecticut, believes in 
a periodic health inventory with special re- 
gard to function of the organ systems. 

Individual weakness and strength must be 
integrated with the established pattern of life, 
and potentially serious disorders checked. 
Cancer may be preverted by timely atten- 
tion to ill-fitting dentures, smoker’s burn, 
keratosis, or gastrointestinal polyps. Reduc- 
tion of weight may forestall diabetes, heart 
failure, or osteoarthritis. 

Involutional depression, though often 
ignored, may sometimes lead to suicide. The 
mental outlook may be transformed by 
sympathetic understanding or by electric 
shock therapy. In the difficult period of re- 
tirement from business, boredom and loneli- 
ness can be literally fatal. The physician 
should point out the need of new vocational 
and recreational interests. 

In examination of the aged, dulled phys- 
iologic response to physiologic — stimuli 
should be noted. The pulse rate is relatively 
stable and even during shock may be less 
than 80 per minute. Thyrotoxicosis is fre- 
quently masked by minimal cardiac and ner- 
vous manifestations, and appendicitis may be 
almost painless. 

Before operation a careful survey is par- 
ticularly important. Reserves of protein and 
vitamin C are essential to wound healing. 
The circulatory system should be evaluated, 
as sudden changes in blood volume, whether 
from hemorrhage or intravenous infusion, 
are not borne well. 


Rheumatoid Arthritis in the Aged. 


Russet, L. Ceci, M.D., and Witi1am H, 
KAMMERER, M.D., Am. J. Med. 50: 439- 
445, 1951. 

Rheumatoid arthritis can be mild or severe, 

indolent or rapidly progressive in old age 

just as in earlier decades. The complaints, 
signs and laboratory findings of the disease 
are practically unchanged in senescence. 

A group of 100 patients past 60 years were 
studied by Russell L. Cecil, M.D., and Wil- 
liam H. Kammerer, M. D. The number of 
men and women was equal. Younger arthrit- 
ics show a 3 to 2 preponderance of women. 
Possibly younger men have some protective 
mechanism which is lost after 60. 

. Upper and lower extremities, in their var- 

ious joints, are both involved. The shoulder, 

frequently affected, is ofttimes the first joint 
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to produce symptoms. Pains in the hand may 
follow. That combination, in the absence of 
symptoms from other joints, suggests the 
“shoulder-hand-syndrome.” The elevated 
sedimentation rate of rheumatoid arthritis is 
a differential point. Subsequent involvement 
of additional joints definitely distinguishes 
the arthritis from the “shoulder-hand-syn- 
drome.” 

Onset may be acute with chills, fever and 
prostration. Joints are painful and swollen. 
There may be preceding upper respiratory 
infection. Onset, when gradual instead, is 
characterized by stiffness and pain in one or 
more joints. A chronic course is the rule, re- 
gardless of mode of onset. Joint symptoms 
are migratory and symmetrical in distribu- 
tion. Deformity and ankylosis is the rule un- 
less treatment arrests progress. In elderly 
people, death from other causes upsets sta- 
tistics on prognosis. Good results are ob- 
tained with gold therapy. Relapses are just 
as common as in younger groups. 

Classification of these elderly people with 
rheumatoid arthritis with onset after 60, 
shows 43 per cent to be mild. Such cases have 
no x-ray evidence of destructive changes. 
Osteoporosis may be present. Forty-seven 
per cent are moderately severe. This group 
has muscle atrophy, osteoporosis, slight sub- 
chondral bone destruction and tenovaginitis 
and soft tissue nodules. The 7 per cent severe 
cases have roentgenograms which display 
cartilage and bone destruction. Joint deform- 
ities are evident. Extensive muscular atrophy 
and extra-articular soft tissue lesions are 
characteristic of this severe group. 


Common Geriatric Dermatoses. 


E. W. Netuerton, M.D., J. Mich. State M. 

Soc. 50:495-519, 1951. 

After the age of 60 years, the most common 
degenerative skin lesions are senile keratosis, 
cutaneous carcinoma, senile sebaceous ade- 
noma, angioma, and_ seborrheic keratosis. 
Pruritus and dermatitis in various forms 
may be exceedingly resistant. In outlining 
management, E. W. Netherton, M.D., cau- 
tions against overtreatment and use of irri- 
tating topical preparations. Dietary defi- 
ciencies should be corrected and systemic 
disorders given full consideration. 

Senile keratoses are scaly or crusted pink 
to light brown growths on exposed sur- 
faces, particularly the face, ears, and backs 
of the hands. All lesions are precancerous 
and must be removed, in the benign stage by 
electric cautery and with early malignancy 
by irradiation or surgery. Epithelioma, the 
most frequent type of cancer, commonly en- 
larges to form rodent ulcer. Roentgen or 
radium therapy may be adequate. Squamous 

(Continued on page 266) 











On the subject of 


“meat” in the diet 


or Liver 


one recipe 








Gerber's Style 


1 can Gerber’s Junior 
(Chopped) Beef, Veal 


on a small, individual casserole. Place 1/2 
: 7 mashed potatoes in bottom of the casserole 
op with the chopped meat. Spoon remaining half 
of the mashed potatoes in mounds 
of the casserole, 
showing. Bake in a moderate 
i oven 
is lightly browned. — 










1/2 cup mashed potatoes 
(add seasoning if 
diet permits) 


; around the edge 
leaving a little of the meat 


) until top 
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is worth a thousand words! 


You can frequently get patients to 
eat the Strained or Junior Meats they 
need by giving them recipes to follow. 


For example, the recipe shown here 
will add approximately 23 grams of 
non-hydrolized meat proteins to an 
older patient’s diet and do it in an appe- 
tizing, taste-satisfying way. Many such 
recipes are in Gerber’s 44-page “Special 


Diet”? Recipe Book. 
Gerber’s Strained and Fanwoun 
Junior Meats are lean meats, 
particularly easy to digest because they 
are free from coarse, connective tissues 
and low in fat content. They are pre- 
pared from high-quality Armour cuts, 
cooked to retain true-meat flavor and 
high nutritional values. With all this, 
they cost less than meats cooked and 
scraped at home. 





FREE for use with patients. Ger- 
ber’s “Special Diet Recipes” 
booklet offers recipes for Bland, 
Soft, Mechanically Soft and 
Liquid Diets. For your copies, 
write on your letterhead to 
Dept. JG7-1, Fremont, Mich. 
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(Continued from page 264) 
cell carcinoma, which grows more rapidly 
and metastasizes, is generally excised or de- 
stroyed by chemosurgery. 

Adenomas occur on the face as small yel- 
low papules, angiomas chiefly on the trunk. 
Seborrheic keratosis on the back or else- 
where changes with enlargement from small, 
yellow, finely granular warts to rough dark 
brown or black patches. All three lesions are 
harmless but for cosmetic reasons may be re- 
moved by cautery. 

Pruritus often results from blood dyscrasia, 
endocrine imbalance, avitaminosis, or other 
systemic disease. Soothing lotions are made 
with equal parts of glycerine, ethyl alcohol, 
and peppermint water or with 10 per cent oil 
of theobroma in unguentum aqua ros. Either 
0.5 per cent phenol or 0.12 per cent menthol 
may be added. For intractable itching, men 
may receive 25 mg. of testosterone propionate 
daily. Estradiol benzoate is given in doses of 
1 mg. twice a week. 

Dermatitis may be perpetuated by topical 
remedies. Moist compresses and evaporating 
lotions should be applied for acute edematous 
vesicular png and bland salve such as 
petrolatum or 5 per cent boric acid in vaseline 
for subacute conditions. Chronic inflamma- 
tion responds to tar. Seborrheic dermatitis is 
often associated with anemia or excess of 
carbohydrates in the diet. Crude liver extract 
or vitamin B complex may be helpful. 


Acute Appendicitis in the Aging Negro. 


FREDERICK FITzHERBERT Boyce, M.D., Ann. 

Surg. 133 :631-643, 1951. 
The aging Negro with 
offers the most serious prophylactic and 
therapeutic challenge. The disease in Negroes 
appears to be more fatal at any age than in 
whites. The mortality of acute appendicitis 
is alarmingly high for both whites and 
Negroes in the upper age brackets, but the 
mortality is significantly higher in the old 
Negro than in the old white man. 

In a study based upon 7,613 cases of acute 
appendicitis at Charity Hospital between 
1930 and 1949, Frederick Fitzherbert Boyce, 
M.D., noted the following trends: (1) a uni- 
formly progressive decline in death rate from 
acute appendicitis; (2) a steady increase in 
the proportion of Negro patients in the hos- 
pital population; (3) the decline in mortality 
from acute appendicitis has not been as uni- 
formly great for the Negro group as for the 
white group ; (4) the incidence of acute ap- 
pendicitis is much lower in the Negro but is 
increasing; (5) while only 33 per cent of the 
cases of acute appendicitis were Negroes, 44 
per cent of the deaths from acute appendicitis 
were Negroes. 

The appendicitis age is classically from 15 
to 40 years. Persons afflicted after the age of 
40 are usually more seriously ill than the 
average person with appendicitis. The in- 
creasing proportion of elderly people in the 


acute appendicitis 
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population brings a natural increase in the 
incidence of acute appendicitis in the after- 
forty age group. Antibiotics and improved 
surgery have lowered the death rate for all 
ages. There are two unfortunate trends in 
therapy which need correction: (1) pro- 
crastination in removing the diseased ap- 
pendix; (2) the tendency to place reliance 
in antibiotics to replace rather than to sup- 
plement surgery. 

The duration of illness prior to admission 
was equal for whites and Negroes. Pre-ad- 
mission treatment or mistreatment was not 
significantly different in the two groups and 
management in the hospital was precisely the 
same. The Negro continues to show a higher 
mortality, even when the circumstances of 
the disease are the same as in the white race. 
Between 1945 and 1949, there were 84 whites 
beyond the age of 39, in this series. Their 
death rate from acute appendicitis was 5.9 
per cent. There were 118 people beyond the 
age of 39 in the Negro group. Their death 
rate, which should be comparable, was 8.5 
per cent. 


Cerebral Arteriosclerosis in Senescence. 


Frepertc D. ZEMAN, M.D., J. At. 

Hosp. 17 :1075-1082, 1951. 

The appearance of psychiatric and neurologic 
symptoms in elderly patients must not be dis- 
missed with the facile application of a label, 
“cerebral arteriosclerosis.” Symptoms of this 
type represent a diagnostic problem of great 
complexity, states Frederic D. Zeman. The 
complexity should be approached with the 
realization that age alone produces changes 
in the nervous system, and is responsible for 
impaired vision, hearing, attention, memory 
and mental endurance. Those alterations are 
within normal limits and must not be diag- 
nosed as disease. 

Neurologic symptoms may be produced by 
conditions outside the nervous system. The 
finding of arteriosclerotic vessels outside the 
skull is not suggestive evidence of cerebral 
arteriosclerosis. Distribution of the disease 
throughout the cardiovascular system is very 
irregular. Marked arteriosclerosis of cor- 
onary arteries may lead to myocardial infarc- 
tion, profound fall in blood pressure and 
resyltant temporary or _ even permanent 
anoxic brain damage. Thus coronary arteri- 
osclerosis can lead to brain damage in a 
patient with no serious arteriosclerotic change 
in cerebral vessels. 

Other conditions outside the brain which 
may produce central nervous system symp- 
toms include: hypertensive cardiovascular 
disease, aortic stenosis, diabetes, hyperexcit- 
ability of the carotid sinus reflex, nutritional 
deficiency and the use of various medications. 
Mercurial diuretics, strong sedatives and 
some anesthetics produce enough fall in 
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blood pressure to result in hypoxemia. Brain 
tissue is remarkably sensitive to oxygen in- 
(Continued on page 272) 
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You may provide prompt relief for many 
of your patients suffering from hemiplegia, 
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neuromuscular disturbances by prescribing 
Oranixon ‘Organon’—the first Council- 
accepted brand of mephenesin. Try 
Oranixon for some of your patients 
whose outlook seems hopeless—patients 
whose mentality and motor functions 

are “imprisoned” by their reflexes. 
You'll find that Oranixon has the unusual 
action of quieting overactive reflex motor 
centers without interfering with voluntary 
actions or normal reflexes. You can 
usually relax spasm and rigidity within 

a few days by prescribing 3 to 5 grams 

of Oranixon per day. Oranixon is available 
in 250-mg and 500-mg oral tablets and 

in an elixir containing 400 mg of 
mephenesin per teaspoonful. 
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All announcements and news relating to geriatric medicine and 
research should be directed to GERIATRICS, Editorial De- 
partment, 84 South Tenth Street, Minneapolis 2, Minnesota. 


Postgraduate Courses 
Columbia University will offer a_part- 
time course in geriatrics at Mt. Sinai 
Hospital, from October 4, 1951 to Janu- 
ary 24, 1952. The fee for the course will be 
$65.00. For further information write Co- 
lumbia University, 630 W. 168th Street, 
New York, N. Y. 
e 
New York University Post-Graduate 
Medical school, 477 First Avenue, New 
York 16, will hold a three-day course in 
geriatric medicine from November 7 to 9, 


1951. The fee for the course, which is 
full time, will be $40.00. 


e 
National Meetings 
The American Society for the Study of 
Arteriosclerosis will hold its annual meet- 
ing in Chicago, November 4 to 5, 1951. 
For further information write to the secre- 
tary of the society, Dr. O. J. Pollak, Quincy 
City Hospital, Quincy 69, Massachusetts. 
€ 


The American College of Surgeons will 
hold its 37th annual Clinical Congress in 
San Francisco, November 5 to 9, 1951, 
with headquarters at the Fairmont Hotel 
and Civic Auditorium. Dr. Emile Holman 
is chairman of the San Francisco Com- 
mittee on Arrangements. 
® 
International Gerontological Congress 


The Second International Gerontological 
Congress will meet in St. Louis, Missouri, 
September 9 to 15, 1951, with headquar- 
ters at Hotel Jefferson. The program for 
the Congress can be found in the May- 
June issue of GERIATRICS. 


e 

New Research Centers 

The cornerstone of the Public Health 
Service’s new clinical center for medical 
research, was laid with special ceremonies 
.on June 22 at Bethesda, Maryland. Au- 
thorized by Congress in 1947, construction 
of the clinical center was begun in the 
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autumn of 1948 and will be completed by 
the latter part of 1952. A limited number 
of special patients will be admitted by 
January, 1953, and full operation will be 
reached about a year later. It will be the 
only combined laboratory-hospital in the 
world especially designed for research on 
a group of important chronic diseases — 
cancer, heart disease, mental, metabolic 
and neurological diseases, and blindness. 


On April 14, the New York Joint Board 
of the Amalgamated Clothing Workers 
dedicated a $1,000,000 health center to 
the service of its 40,000 members and to 
the community as well. The six-story 
center at 16 East Sixteenth Street, New 
York City, has appropriated $250,000 to 
carry on a research program in the fields 
of cardiovascular diseases and arthritis, 
afflictions particularly affecting clothing 
workers. Dr. Morris A. Brand is the med- 
ical director. 


Massachusetts General Hospital dedicated 
in May a $2,400,000 research building for 
the study of afflictions and processes in- 
herent in aging. Each of the five floors of 
the building will be devoted to special 
phases of research. The basement will be 
given over to general utility purposes, the 
first floor to the heart research unit, the 
third and fourth floors to the Huntington 
Memorial Cancer Laboratories, and the 
fifth floor to general biochemistry and 
enzyme research. 

; « 
A clinic to appraise the possibilities of 
rehabilitation for arthritis patients has 
been opened in New York City at the 
House of the Holy Comforter, one of the 
city’s oldest privately endowed institu- 
tions for chronic illness. The clinic will 
attempt to determine how much can be 
accomplished outside of a chronic disease 
hospital by new methods of treatment 
for arthritis. The clinic is under the 
medical supervision of the College of 
Physicians and Surgeons of Columbia 
University. Dr. Ralph H. Boots is super- 
visor, assisted by Dr. Charles Ragan, Jr., 

(Continued on page 270) 

















| i 
A 

for the pain 4 

that wasn’t there fol- i 

lowing Pabalate ther- : 

apy in arthritis. 1 

Para-aminobenzoic i 

acid 0.3 Gm. (5 gr.), ; 

plus sodium salicy- i 

late 0.3 Gm. (5 gr.) i 


provide higher sali- 
cylate blood levels 
on lower salicylate 
dosage — with more 
prolonged clinical 
relief, and reduced 
side-effects. 


BR SEI CR et Se pea enon 


® ‘is a produet of A.M. ROBINS CO, INC, | 


abalate 222 oe 


‘of Merit since 1878 





| 
i 
| 
j 
} 
) 
i 
s 
i 
| 
4 
4 
} 
4 
3 





meme negra remanence terreremmniryiten 





270 GERIATRICS 


Dr. T. Lloyd Tyson and Dr. Albert Gro- 
koest, all of whom are arthritis spe- 
cialists. 


e 

In Cleveland, a new 450 bed County Hos- 
pital is nearing completion and will be 
ready for reception of patients in 1952. 
With a potential of 1,500 beds, the new 
hospital for care and study of chronic 
disease will offer all treatment facilities as 
well as research laboratories. It will be 
affliated with Western Reserve University 
School of Medicine and will be used as a 
teaching center. 

The 60-bed Benjamin Rose Hospital, 
which will be used as a center for teach- 
ing and research in geriatrics, is going 
up nearby. It will be connected to the 
University hospitals by a pedestrian tun- 
nel. The geriatric research program will 
be assisted with a $75,000 grant from the 
U. S. Public Health Service. 


Appointments, Elections, and Honors 


Dr. Francis James Braceland, consultant 
in psychiatry at the Mayo Clinic, Roches- 
ter, Minnesota, has been named psychia- 
trist-in-chief at the Institute of Living 
in Hartford, Connecticut. He has been 
associate professor of psychiatry at the 
Women’s Medical College, Philadelphia, 
assistant professor of psychiatry, grad- 
uate school, University of Pennsylvania, 
and dean and professor of psychiatry at 
Loyola University School of Medicine, 
Chicago. He is at present secretary and 
treasurer of the American Board of 


Psychiatry. " 


Dr. John A. Trautman assumed his new 
position as director of the new Clinical 
Center at the National Institutes of Health 
Bethesda, Maryland, on July 1. A graduate 
of Creighton School of Medicine in 
Omaha, Dr. Trautman has been medical 
officer in charge of the Public Health 
Service Marine Hospital at Staten Island, 
N. Y. . 
Dr. Louis N. Katz, director of cardio- 
vascular research, Michael Reese Hos- 
pital, Chicago, was elected president of 
the American Heart Association for the 
1951-52 term at a meeting of the asso- 
ciation’s Assembly in June in Atlantic 
City. Dr. Irving S. Wright, professor of 
clinical medicine, Cornell University, 
New York, was chosen president-elect for 
the 1952-53 term. 


At the same meeting Gold Heart Awards 
for outstanding contributions in the field 
of cardiovascular disease were presented 
to Dr. James B. Herrick, emeritus pro- 
fessor of medicine at the University of 
Chicago and the University of Illinois, 
Dr. Frank N. Wilson, professor of med- 
icine at the University of Michigan, and 
Dr. H. M. Marvin, associate clinical pro- 
fessor of medicine, Yale University. 


e 
New Journals 


Volume 1, Number 1, of a new Italian 
journal devoted to geriatrics, Rivista de 
Gerontologia e Geriatria, made its appear- 
ance on February 28. Published in Rome, 
the new journal is devoted to physiopath- 
ology, clinical medicine and sociology of 
the advancing years. Dr. G. Abruzzini is 
the editor, with offices at Via Ferdinando 
de Savoia, 3, in Rome. 


Aging, the new publication of the Fed- 
eral Security Agency, has its first issue 
dated June 18. It will serve, according 
to its editors, as a medium for sharing 
information about programs and activi- 
ties among agencies and organizations 
in the field of geriatrics, their staffs and 
board members, and other interested 
individuals. It will be published without 
regular schedule and distributed with- 
out charge. Material for publication 
should be directed to Clark Tibbitts, 
Chairman, Committee on Aging and 
Geriatrics, Federal Security Agency, 
Washington 25, D.C. 


° 

Norway 

The Norwegian National Association 
Against Tuberculosis has enlarged its 
program to include the welfare of the 
aged, for whom health control stations 
and consultative stations are soon to be 
established. The municipal authorities in 
Oslo will provide a new infirmary for the 
aged with some 400 beds in connection 
with the large Ullevaal city hospital. How- 
ever, there will remain a need for some 
800 more such beds for the aged. 

If the age distribution of the population 
of the whole of Norway conforms to the 
calculations of the statisticians, the coun- 
try will in 1975 have some 150,000 more 
pensioners and persons unfit for work 
than it has at the present time. 
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DIGESTS FROM CURRENT LITERATURE 
(Continued f,om page 266) 
sufficiency. The resultant damage may be 
permanent even aiter oxygen deficiency of 

short duration. 

Intrinsic brain lesions which are not re- 
lated to arteriosclerosis must also be recog- 
nized in the differential diagnosis. Brain 
tumors are responsible for some symptoms 
which are falsely attributed to arterio- 
sclerosis. True psychiatric states, post-trau- 
matic changes, post-infectious syndromes 
‘need consideration. Emboli from myocardial 
infarcts or subacute bacterial endocarditis 
may initiate symptoms. Metastases, from 
known or still undiscovered malignancies, de- 
serve attention. 

Nutrition of the brain tissue may suffer 
as a result of obstruction to blood flow. Ob- 
struction of flow may be caused by narrowing, 
dilatation, tortuosity, rigidity, aneurysm for- 
mation, thrombotic occlusion or rupture. 
Arteriosclerosis plays a prominent role in 
the production of such changes. 

Roentgen examination of the skull, electro- 
encepholography, central arteriography and 
study of cerebral blood flow and oxygen con- 
sumption may be necessary in differential 
diagnosis. 


Surgery in Advanced Age Groups. 


B. F. Byrp, Jr., M.D., J. Tennessee State 

M. Assoc. 43 :405-410, 1950. 

B. F. Byrd, Jr., M.D., reports that in 1926- 
27, 2.3 per cent of the total operations at 
Vanderbilt University Hospital were per- 
formed on patients over 70, but in 1946-47, 
while the total number of operations had 
increased by 51 per cent, the number of 
patients over 70 who were included in this 
group had increased by more than 100 per 
cent. 

No orthopedic or gastro-intestinal opera- 
tions were performed on elderly patients 
during 1926-27, whereas in 1946-47, 14.4 per 
cent of the operations on aged patients were 
orthopedic, and 10.7 per cent were for dis- 
ease of the gastro-intestinal tract. The in- 
crease in orthopedic procedures carried out 
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has been due in large part to the advent of 
the insertion of the Smith-Peterson nail. 

Genito-urinary surgery on the aged had 
a very low death rate except for cystostomy, 
in which 5 of 13 cases died because the pa- 
tients concerned were extremely poor opera- 
tive risks. 

All types of rectal and anal surgery, save 
those for congenital anomalies, have been 
applied successfully to patients in the ad- 
vanced age group. Results of biliary tract 
operations on the aged have been exceed- 
ingly satisfying, as have hernia repairs; no 
hospital deaths occurred in the latter, and 
patients enjoyed a comfortable life realiza- 
tion following surgery. 

The operative mortality in patients over 
70 operated on during the period of 1936- 
1947 was 7.5 per cent, including deaths from 
all causes during hospitalization following 
operation. 


Physical Medicine in the Treatment of 
the Aged Sick. 

G. S. Crockett, M.B., and A. N. Exton- 
SmitH, M.B., M.R.C.P. Br. J. Phys. Med. 
13 :73-77, 1950 

The aged sick frequently suffer from long- 
term illnesses, often mislabeled chronic. Fre- 
quently the chronicity of their illnesses is 
due to prolonged, ill-advised bed rest, lead- 
ing to contractures and decubitus deformi- 
ties. Even worse is the psychological de- 
terioration, alienating patient from family 
and stifling all desire for recovery. It is the 
aim of physiotherapy to prevent this situa- 
tion. 

With the aged patient, there must be bal- 
ance between activity and bed rest. When 
ever possible, all joints should be put through 
a full range of active movements daily. 
Bed clothes must not bind tightly, and po- 
sition should be changed frequently to pre- 
vent bedsores. Breathing exercises should 
be routine to avoid respiratory failure. 

Partial restoration of function is the 
objective where there is little hope of com- 
plete restoration. It is often possible to in- 
crease mobility of previously fixed joints 

(Continued on page 274) 
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INCREASE PHOSPHOLIPIDS 
The new isotope technique® has demonstrated that: 
(a) choline deficiency occurs in man; 
(b) phospholipid production is increased in 
deficiency states by choline; 
(c) individuals differ in choline needs; 


(Inositol also enters into synthesis of certain phos- 
pholipids.‘) 


DECREASE CHOLESTEROL 


Although cholesterol plasma levels may not be 
affected by dietary restrictions, the physical state 
of the cholesterol may be affected. Thus, “giant 
cholesterol molecules” associated with athero- 
sclerosis may be eliminated by dietary control.° 


RATIONAL MEASURES 

In the light of these recent studies, adequate lipo- 
tropic therapy and cholesterol-restricted diets are 
rational measures in: 
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Supply Therapeutic Dosage of Lipotropics 
(700 mg.) with Vitamin A and B Complex 
factors to help compensate for deficien- 
cies of low-cholesterol diets with Rutin 
and Vitamin C to prevent the retinopathy 
often associated with above diseases. 
For Literature and Clinical Trial Package please 
write "Gericaps Literature’’ on post card, sign 
ond send to us. 








BIBLIOGRAPHY 


‘Morrison L.M.: Tests for Atherosclerosis. Proc. 
AM. Soc. for Study of Atherosclerosis P 478 


> (1950) 


2Gertler, M.M.; Stanley M.; Blund, E.F.; Age, 
Serum, Cholesterol and Coronary Artery Dis- 
ease. Circulation 2:517 (1950) 

3Science 109:613 (June 17) 1949 

“Biochem. J. 40:494 (1946) 

5Gofman, J.W.; et al.; Science. 111:166 (1950) 





SHERMAN LABORATORIES 


Detroit 15, Michigan 
Windsor, Ont. Los Angeles 5, Cal. 








274 GERIATRICS 


When the diet 
is deficient in vitamins 


THERAGRAN Offers your patients the 
clinically proved, truly therapeutic 
“practical” vitamin formula* recom- 
mended by Jolliffe. (Jolliffe, Tisdall 
& Cannon: Clinical Nutrition, New 
York, Hoeber, 1950, p.634.) 
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little by little through manipulation, passive 
and active exercises, use of pulleys and 
slings attached to a Guthrie-Smith frame. 

For control of pain, most of which arises 
from stretching of joint adhesions and from 
stiff muscles, physiotherapy is advised, in- 
cluding massage, radiant heat and paraffin 
wax baths. Group therapy works well with 
the aged, since patients encourage each other 
and time is saved for the therapist. 

Rheumatoid arthritis can be helped by 
physical measures to maintain function and 
prevent permanent deformity in the joints. 
Most patients whose knees are affected keep 
them partially flexed to relieve pain. Apart 
from muscular weakness, slight flexion de- 
formity is the most important deterrent to 
walking. This flexion can be avoided by 
using plaster splints. Wax baths and splints 
are useful where the hands are involved. 

When the patient is confined by cardio- 
vascular disease, regular exercises to thigh 
and calf muscles should be instituted to pre- 
vent venous stasis and subsequent pul- 
monary embolism. Coronary artery disease 
may give rise to shoulder pain and stiffness. 
Treatment of frozen shoulder, frequently as- 
sociated with hemiplegia or Parkinsonian 
rigidity, consists of diathermy to reduce 
joint pain, together with gradual active and 
passive movements. Manipulation under an- 
esthesia is often necessary to restore full 
movement. 

Every hemiplegic patient presents a dif- 
ferent problem in relearning to walk. Extra- 
pyramidal damage may be more severe in 
one than another. A method which permits 
the patient to rely on himself more than on 
walking devices or parallel bars seems best. 
In treating the syndrome known as am- 
bulatory apraxia, better results will be ob- 
tained if this disability is thought of as an 
apraxia and the patient reeducated into 
walking. 

Where arterial supply is reduced, it is 
important not to treat the pain of muscular 
ischemia with heat. Buerger’s exercises and 
intermittent venous occlusion should always 
be tried. With edema of lower limbs from 
local venous stasis, considerable success may 
be obtained through postural methods com- 
bined with massage. Sinusoidal current may 
be used if there is absence of inflammation. 
The legs are suspended so that they are 
above body level, then, when the edema has 
drained, they are lowered a few inches each 
day and massaged to promote circulation. 


Pathology of Eye in Old Age. 


A. L. Kornzweic, M.D., Tr. Acad. Ophth. 
& Otolaryng.: 261, Jan.-Feb., 1951. 
In this clinicopathologic study A. L. Korn- 
zweig, M.D., reports on 125 eyes, removed at 
autopsy from 92 patients 60 to 94 years old. 
(Continued on page 275) 
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(Continued from page 274) 

The study is concerned only with healthy 
eyes from elderly persons who were free of 
eye complaints. Antemortem visual acuity 
tests indicated 20/30 vision or better in 33 
per cent. Only 23 per cent had visual acuity 
of 20/100 or less. 

The following 12 ocular changes ascrib- 
able to senescence were noted: 








No. of 
Condition Eyes 

Cystic degeneration at ora serrata... .101 
Thickening and acellularity of arach- 

noid strands around optic nerve.... 92 
Fibrosis and hyalinization of ciliary 

NAAGENE Sen. PSs SERN Cea noses 83 
Hyaline bodies of lamina vitrea....... 80 
Opacification of lens fibers........... 62 
Sclerosis of arteries of: 

CHALOM Greist oases MURA 56 

central retinal artery............... 51 

ATAG).;. Ae RR AMO Y ae tae bach woken ts 40 
Pigment granules in trabeculae of 

BULETIOL CH AMIDEL 655 aid his'c ied sais ess 50 
Widening of supraciliary space....... 46 
Papillary proliferation of pigment 

LaVER; PANS TRMNIA. © os.04:cs ocean Neely 9 sie 24 
Cystic separation of nonpigmented from 

pigmented epithelium, pars plana.... 14 
Hyaline thickening of Descemet’s 

(EMIT ANE. 354 po maenawsnncanmehews 5 
Hyalinization of subsphincteric tissue 

OL FENG. co xc aise Sete 4 Wahine Gare s cae 5 





Critical study of these findings reveals 
possible relationships with clinically ob- 
served “normal changes” of old age. De- 
tachment of the retina, occurring in old 
people without a satisfactory clinical ex- 
planation may indeed be due to rupture of 
a cyst at the ora serrata. Loss of accommo- 
dation in old age may be explained by fibro- 
sis and hyalinization of ciliary muscle fibers. 
Some loss of visual acuity can be explained 
by hyaline bodies in the lamina vitrea. When 
such hyaline bodies are large and central, 
they tend to displace rod and cone processes, 
reducing vision. 

There was evidence of nuclear sclerosis or 
opacification of lens fibers in nearly all 
eyes even where there had been good vision. 
Evidence of lens fiber opacification is re- 
ported microscopically in half of the 149 
eyes studied. The eyes of two patients with 
glaucoma were compared with the non- 
glaucomatous eyes in respect to the number 
of trabecular pigment cells and granules. 
Many of the normal eyes showed more such 
pigment than the glaucomatous eyes. 

The incidence of hyaline thickening of 
Descemet’s membrane, usually mentioned as 
a common age change, was low in this 

(Continued on page 276) 





Therapeutic dosages 
give therapeutic results 


“...recovery from a nutritional defi- 
ciency is usually retarded if one 
depends only upon the vitamins sup- 
plied in food.” (Spies and Butt in 
Duncan: Diseases of Metabolism, 
ed. 2, Phila., Saunders, 1947, p.495) 
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MORPHS 





N GERIATRICS, SPECIAL METHODS of prepa- 
ration are often necessary to insure an ade- 
quate intake of milk2—that ‘most satisfactory” 
of foods for old people.! * Which is why geria- 
tricians increasingly specify “Junket’ Brand 
Rennet Powder or Tablets to transform un- 
cooked milk into equally nutritious and even 
more easily digestible rennet-custards. Their 
delicious flavors and tongue-caressing smooth- 
ness embody a special appetite appeal, and 
help to solve many geriatric feeding problems. 


“JUNKET” RENNET POWDER is available in six 
popular flavors, already sweetened. ‘“JUNKET”’ 
RENNET TABLETS — not sweetened or flavored. 


“JUNKET” BRAND FOODS ™:31 
DIVISION 
Chr. Hansen‘s Laboratory, Inc. 


LITTLE FALLS, N.Y. 


1. Brown, S. A.: In Problems of Aging and Old Age, 
1928-1929, p. 1090. 


2. Sebrell, W. H.: In Geriatric Medicine, Edit. by R. J. 
Stieglitz, 1943, pp. 209-10. 


“JUNKET” is the trade- 
mark of Chr. Hansen’s 
Laboratory, Inc. for its 
rennet and other food 
products, and is regis- 
tered in the United 
States and Canada. 
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(Continued from page 275) 
series. Senile miosis is sometimes attributed 
to hyalinization of subsphincteric tissue of 
the iris, but only 5 of these eyes demon- 
strated that change. 


Medical Problems of Aging. 


GarRNET A. Ross, M.D., M/. J. Australia: 

2(37th year) : 358-360, 1950. 

While youth and old age have their special 
problems, those of old age are less remedi- 
able. Garnet A. Ross., M.D., maintains that 
the aged member of the family can remain 
a useful individual, but cerebral deteriora- 
tion generally alters this status sooner or 
later. Deterioration is insidious at the onset 
and often is not recognized. It is progres- 
sive, mild irritations giving way to more 
serious symptoms. Lapses in personal habits 
of cleanliness and disturbances in sphincter 
control add to the unpleasantness. 

The elderly patient is more than a medi- 
cal problem. He constitutes a social prob- 
lem within the unit of our social structure, 
the family. It is regrettable that modern 
textbooks of medicine overlook this basic 
fact and that few of them include a section 
on geriatrics. For the physician, geriatrics 
should hold a personal interest for senes- 
cence is the only state he can predict for 
himself should he live long. It is para- 
doxical that man strives with all his capaci- 
ties to attain advanced years, yet when he 
reaches there will seldom admit he is grow- 
ing old. 





‘WHEEL CHAIR CAN HARDLY 





“AMERICAN” 


NICKEL-PLATED ECONOMY MODEL 
FOLDING WHEEL CHAIRS 


HAVE ALL THE FEATURES TO HELP 
THE GENERAL PRACTITIONER SATISFY 
THE NEEDS OF OLDER PATIENTS & 
e@SAFETY eCOMFORT >... 
eECONOMY eSTYLE 
eBEAUTY eCONVENIENCE 


THIS BRIGHT NICKEL FOLDING 









BE TOLD FROM “AMERICAN” 
HIGHER PRICED CHROME 
MODELS. MANY FEATURES: 
Aluminum footrest, skirt guards, 
chrome plated wheels, casters, 
ball-bearing wheels, semi and ILLUSTRATED IS 
full reclining backs. Seat and 

back built to patient's exact FIFTH AVE. 200 
height and width requirements Width overall open 24 
... very many other features, Folds to 10’, Wt. 35 Ibs. 


Fifth Ave. 100 same as illustrated except large wheels in 
rear, small in front. 
Doctors are invited to write to Dept. 710, for location of dealer nearest you 


“American” is headquarters for chrome folding wheel chairs, 
upholstered de luxe wheel chairs, commodes, walkers, electric 
wheel chairs. 


AMERICAN WHEEL CHAIR COMPANY, Inc. 


3451 WEST FIFTH AVENUE CHICAGO 24, ILL. 




















00 


24" 
5 Ibs. 


in 


you 


hairs, 
ectric 


Inc. 
WL. 





TRICS 











— 


Gastric Surgery in the Aged 
William E. Branch, m.v.* 


HE STOMACH, someone has said, is a kindly organ and lends itself well 

to surgery. In the aged, however, there are points to consider other 

than the technique of surgery, that contribute materially to the 
mortality : 

First, these patients all have some degree of arteriosclerosis. 

Secondly, they have formed poor eating habits, and this malnutrition 

hinders their healing power. 

Thirdly, they are in the catabolistic phase of life with retarded endocrine 

function. 

Fourthly, they usually have some degree of emphysema associated with 

low grade bronchitis. 

Since gastric surgery is subdiaphragmatic, this brings about pain reflex 
splinting of the diaphragm, consequently adding to the pulmonary compli- 
cations. 

Surgery today is no longer a question of a single individual effort, but 
rather that of team work. The internist, the anesthetist, the surgical team 
and the trained nursing personnel in post-operative care should all follow 
through in the convalescent regime. 


ROUTINE PRE-OPERATIVE WORK-UP 


A GOOD RISK among the aged is a patient who has reached the last phase 
of his life because he is a product of the law of “the survival of the fittest’’ 
with a tenacity for living. Having battled life’s problems, he has developed 
an “immunity” to the common destructive forces because of his heredity, his 


*Branch Clinic, Los Angeles, California. 
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endocrines and a previous fortunate escape from carcinogens. I am sure 
that the elderly person's spirit, his psychology to live and to conquer, play 
as much a part in preparing this group of patients for surgery as the meas- 
urable scientific deductions. 

In addition to standard ‘‘work up,” we stress gastric secretion tests to 
determine the amount of hydrochloric acid in the stomach. This governs 
the amount of the stomach to be removed at the resection. Electrocardio- 
grams are important, but it is also our feeling that most organic lesions of 
the heart will tolerate surgical procedures comparatively well. Vascular 
Studies are relatively more important, as arteriosclerosis is a problem in 
shock, hemorrhage, cerebral accidents and healing. 

It is our experience in subdiaphragmatic surgery that the majority of 
deaths in the aged are due to pulmonary complications. Therefore, we make, 
as a matter of routine, an x-ray of the chest pre-operatively. Incidentally, we 
have found that between 8 per cent to 10 per cent of all patients had sig- 
nificant chest pathology. Nearly all of the aged have had bronchitis in vary- 
ing degrees from previous multiple respiratory infections. 


ROUTINE PRE-OPERATIVE PREPARATION 


Is the preparation of these patients, we give a pre-operation dietary man- 
agement of high protein, moderate carbohydrate and low fats. We also 
supplement with large doses of multiple vitamins; vitamin-C and _ proteins 
particularly are paramount in the repair of the wound. The pre-operation 
management is not finished until the proper medication for surgery for this 
class of patient is given. We cannot overstress the importance of small 
dosages of sedation. Older people usually tolerate more pain than younger 
people. Large dosages of medication slow the heart rate, particularly slowing 
the respiration and dulling the cough reflex. 

















Fig 1, A and B. Tracheal aspiration with soft rubber tube. 
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In present day surgery, with the 
greatly improved anesthesia tech- 
nique, adequate replacement of blood, 
early nutrition, early ambulation and 
antibiotic therapy, we are able to ac- 
cepi cases that were heretofore inop- 
erable. Also we can achieve longer 
procedures and complete in one op- 
eration multiple stage surgery. We 
still believe, however, that there is a 
time limit beyond which we cannot 
keep the patient alive even with these 
methods. 

High spinal anesthesia is not, as a 

Fig. 2. Demonstration bronchoscope in situ with — rule, the method of choice in the aged. 
er It paralyzes the arterial bed of the en- 
tire splanchnics as well as the lower extremities, which is approximately two- 
thirds of the vascular bed. Arteriosclerosis, with lack of elasticity, adds greatly 
to further shock that may be experienced by these patients. We feel, therefore, 
that gas anesthesia is preferable; personally, we mostly use cyclopropane. 





Adequate oxygen is most important in these arteriosclerotic patients : they 
are more predisposed to hypoxia with subsequent brain deterioration. This 
is a most unhappy complication. 


OPERATIVE AND IMMEDIATE POST-OPERATIVE CARE 


—_— there is no need to discuss here the various techniques of 
gastric surgery, there are a few points worth mentioning. I think there is 
full agreement today that gastric resection is the more desirable procedure 
in ulcer of the stomach as well as the duodenum. 

We have seen four very large ulcers, 3 to 7 cm. in diameter, on the 
posterior wall of the stomach with low hydrochloric acid studies, which at 
surgery were first thought to be malignant. These cases do well with 4 to 
2/3 resection of the stomach, but it must be remembered that some of these 
are not easily done, as the stomach is attached to its posterior bed. (Most 
large lesions on the greater curvature are malignant. ) 

Ulcer patients are seen, usually men, with a high acid-peptic link which 
require at least 34 to 4/5 resection of the stomach. These cases usually are 
found in the more energetic type of individual, with lower blood pressure, 
good hearts and softer tissues. Pre-surgical hemorrhage in these cases has 
to be differentiated from varices which often bleed to death before the diag- 
nosis can be reached. 

When there is marginal ulcer or return of the ulcer after a gastro- 
enterostomy has been done in the poorer risk, we feel that vagotomy is 
certainly justified. 
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In carcinoma all cancer bearing tissue should be removed. In advanced 
carcinoma of the stomach, the patient, if left alone, will deteriorate and starve 
to death. In spite of excellent laboratory studies, one never knows exactly 
what can be done until the patient is explored surgically. Carcinoma of the 
stomach has a very low percentage of arrests after ten years, and many 
carcinomas in the aged are often much slower growing than in younger 
people. We feel, therefore, that exploratory procedure is justified in the 
inoperable cases. We have found that a simple gastro-enterostomy often 
prolongs life beyond the expected span. In by-passing the lesion, it retards 
irritation, infection and the growth of the malignancy and makes life 
more comfortable. 


on deflation and nutrition following surgery are most important. 
Doctor Kaslow and | have designed a small intranasal tube which is placed 
in the stomach before surgery. It consists of two very small plastic tubes 
encased in another plastic tube which gives it a double-barrel effect. It is 
made so that 6 to 8 inches of one side can be placed through the enterostomy 
os for feeding into the jejunum and the shorter end placed in the stomach 
for suction and deflation. This is an improvement over two single rubber 
tubes, which are larger and more uncomfortable. This tube is not only more 
comfortable and better tolerated, but we are now able to use a nostril for 
intratracheal intubation in patients with bronchial secretion. 

I remember Dr. Joslin saying years ago that he wondered at times “at 
the courage of the surgeon who dared to operate upon a diabetic of fifteen 
years’ duration, as they were riddled with arteriosclerosis.” The diabetic 
among the aged must be approached cautiously but, with good control of 
their diabetes, they usually do well. 

We have great respect for post-operative hemorrhage, and particularly 
in this class of patient with their pipe-stem arteries. Three rows of sutures 
are used in our anastomosis—two of intestinal chromic 0 with interrupted 
cotton, and four rows in the stump with one row of interrupted cotton. 
Great caution must be taken about the fascial layers of the head of the 
pancreas, as injury to the pancreas is done easily, and necrosis is a difficult 
complication to manage. 

In closing the belly wall, each surgeon seems to have his pet method, 
In the upper abdomen in the aged, we have been using double 00 chromic 
to the peritoneum, double 00 chromic to the fascia with interrupted 2 0 
cotton, subcutaneous plain and dermal to the skin. This is done with the 
purpose of getting these aged patients up during the second or third day. 


POST-OPERATIVE CARE 


l 11E post-operative care depends on many of the points mentioned above, 
and particularly upon the amount of blood lost, the amount replaced and 
the last five minutes of anesthesia. It is extremely important that the 


tracheo-bronchial system is thoroughly cleansed by suction before the 

















GASTRIC SURGERY IN THE AGED 


To overflow jar ————” 
Oxygen pressure — 


Bell valve — floats on —————> | 
nutrient liquid. Blocks 
opening when empty. ~ 








Screw clamp 





Drip-meter —+> || Feeding inflow 


tube 


18 gauge transfusion needle 
inserted into narrow lumen 


of inflow tube. A 


To suction t : 
aati Suction outflow tube 


Enteric coated weighted tip which 


dissolves in 72 hours (eae 


Tn of tubes for intranasal insertion 





Fig. 3. Arrangement of tube for deflation and nutrition of patient. 


patient leaves the table. This is much more important to the lung than the 
“airway” in the mouth, and should be done by catheter or the bronchoscope 
if necessary. A mucous plug may be the deciding factor between success or 
failure. It has been our experience that most of our deaths have been due to 
unrecognized atelectasis. 

To combat this, we have a regimen which consists not only of cleansing 
the tracheo-bronchial system, but of following the patient for several days 
with endotracheal catheterization or bronchoscopy. As a supplementary 
measure the patient is forced to cough to raise the mucous while awake. The 
patient should be sitting up in the first two days and as soon as possible 
should be up in a chair and moving about. 

This brings us again to the importance of avoiding over-sedation of 
these patients. The first sedation should not-be given until the patient is 
well out of the anesthesia and reacting vigorously. The nurse is trained not 
to “kill these patients with kindness” by sedating them heavily, but to allow 
them to react, and to move when they complain of discomfort. 

Amino acids in the form of the drip-through tube to jejunum, is started 
on the first post-operative day, and maintained until the tube is withdrawn. 
The patient is also given supplementary feeding on the first or second post- 
operative day, beginning with a liquid, then to soft and gradually a full diet. 
When peristalsis is established and results obtained from the enema, the 
tube is removed, usually in four to five days. In cases where the continuity of 
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Fig. 4. (Left) Atalectasis of left lower lobe with mediastinum shifted to left. Note air under right 
diaphragm. Second post-operative day. (Right) Same case with bronchoscopic removal of mucous plug. 


the bowel is in doubt, carmine red with mineral oil by mouth aids in deter- 
mining when the entire bowel is functioning. 

Balance of electrolyte is necessary. The possibility of “water-logging” 
the patient is kept constantly in mind. 


SUMMARY 


The following points have been stressed : 
(1) The preparation and evaluation of the patient. 
(2) Caution against over-sedation. 

(3) Use of inhalation anesthesia with high oxygen content to pre- 
vent hypoxia. 

(4) The use of a new type of tube for deflation and nutrition. 

(5) The necessity in maintaining a clear airway at all times. 





Age and Sedimentation Rate 
Warren F. Wilhelm, M.D., and Jan H. Tillisch, M.D. 


> influences the sedimentation of red blood cells only slightly. Using 
the Westergren method for a series of 565 consecutive patients ranging 
in age from the third to the ninth decade inclusive and in good health, it was 
found that the mean sedimentation rate increases slightly with age. The upper 
limits of normal for young adults was about 20 mm. and 35 to 40 mm. for 
elderly persons. 


Relation of sedimentation rate to age. Med. Clin. No. Amer, 35: 1209-1211, 1951. 










































Application of Isotopes 
in Clinical Medicine’ 


Grace Medes, px.v.T 


HE USE of isotopes for the study of intermediary metabolism has given 

such a powerful impetus to the investigation of physiological reactions 

that text books are outmoded almost as soon as they are published, and 
the vast areas of metabolism in disease or in special phases of normal life are 
barely touched. To these latter groups belong the study of malignant growths 
and problems of old age. The belief that all specialized lines of investigation 
must have for their foundation a thorough knowledge of normal processes | 
renders normal metabolism a legitimate field of experimentation for all 
specialized groups. Although the work at the Lankenau Hospital Research | 
Institute has been carried out with a view to its later application to the | 
metabolism of cancer, it may serve equally well as a foundation for research 
in geriatrics, and hence is presented here. 


ISOTOPES : STRUCTURE AND PRODUCTION 


Pes ATOM consists of (a) an inner nucleus, which may contain particles of 
two types, protons and neutrons and (b) outer electrons, which revolve 
around the nucleus in definite orbits. Neutrons, as the name implies, are elec- 
trically neutral. Each proton has one positive charge, which is neutralized 
by the negative charge of an orbital electron, with the result that the atom 
itself is neutral. 

The mass of the atom is concentrated in the nucleus, as protons and 
neutrons each weigh approximately 1,840 times as much as an electron. 
Their mass is arbitrarily designated as 1. Hydrogen, the lightest known 
element, has an atomic weight of 1, since its nucleus contains only one proton 
and hence its outer orbit necessarily one electron. 

Each known element possesses its characteristic number of protons, rang- 
ing from 1, in hydrogen, to 92, in uranium; but-uranium has also 146 neutrons 
in its nucleus, so that its atomic weight is 92 plus 146, or 238. It is said 
to have an atomic number of 92 and an atomic weight of 238, which facts 
are expressed thus: 92U***. Hydrogen is written 1H", indicating that it has 
one proton and an atomic weight of 1. Deuterium is expressed, 1H*, mean- 
ing that it possesses one proton and an atomic weight of 2 (one proton 
and one neutron). 





*Presented in part before the seventh annual meet- +The Lankenau Hospital Research Institute and 
ing of the American Geriatrics Society, June 10, 1950, The Institute for Cancer Research, Philadelphia, 
New York City. Pennsylvania. 
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Loss of a proton from the nucleus of an atom reduces also the number 
of orbital electrons and therefore alters the chemical properties, so that an 
atom of a different chemical species results, the next lower in the periodic 
table. Subtraction of a neutron also reduces the atomic weight, but since the 
protons and electrons are unchanged, the chemical properties of the atom 
remain the same. It maintains its position in the atomic table and is known 
as an isotope of the original atom. 

Isotopes are produced through bombardment by sub-atomic particles of 
the nucleus of pre-existing atoms. This is done artificially either in a 
cyclotron or in an atomic energy “pile”; some stable isotopes also occur 
in nature (see table 1). The particles participating in these transformations 
may be protons, neutrons, beta particles, deuterons and alpha particles. Beta 
particles are bodies carrying the negative charges within neutrons, and upon 
the expulsion of such a negative particle from a neutron, the latter passes 
over to a proton and therefore has a positive charge of one. Alpha particles 
have two protons and two neutrons, with a resultant positive charge of two. 

Any of these particles may be used as the bombarding agent in a cyclotron. 
In the atomic pile, neutrons are employed. The bombarding agent may 
remain in the nucleus of the atom which serves as target, or it may pass 
through, with or without expelling any of the intranuclear particles. 

Some of the resulting atoms are stable; others are unstable and break 
down immediately or slowly over a definite period, ranging from part of a 
second to millions of years, the rate being characteristic of each isotope. 
These gradually decaying atoms give off sub-atomic particles from their 
own nucleus during the process and are therefore called radioactive. Gamma 
radiations may also be emitted as the result of internal rearrangements of 
protons and neutrons from more to less unstable positions within the atom. 

One example of atomic transformations resulting from bombardment by 
neutrons is the following: 


14 1 15 ~14 Ls. ~14 so 
oN F gn —> (.N )o« + 4P 6© ——> + B— 


/ 


It may be interpreted as follows: Nitrogen of mass 14, which has 7 
protons in the nucleus, is bombarded with neutrons, which have a mass of 1 
and no electrical charge. A hypothetical isotope of nitrogen results, with an 
atomic weight of 15, and the same number of protons, 7, in the nucleus. But 
this atom is so unstable that it breaks down as rapidly as it is formed, and 
by emission of a proton (:p'), of mass 1 and 1 positive electrical charge, 
is transmuted to carbon of mass 14, with its characteristic 6 protons in the 
nucleus. The carbon 14 disintegrates slowly with emission of a beta particle 
(the negative charge from within a neutron) leaving a seventh proton 
derived from the neutron. With this substitution of a proton in place of a 
neutron, carbon is converted to nitrogen. The reaction is usually written : 


14 14; 14 14 
zN'* (n, p) 6c” GC" (B—) N 
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USE OF ISOTOPES 


— about to employ isotopes either experimentally or therapeutically, 
is concerned with all the problems involved in their application, such as the 
hazards of handling radioactive substances, the means of protection against 
these hazards, and the effects of bombardment, harmful or otherwise, on the 
experimenter and subject treated. All these effects differ with the types of 
radiation being used, with the hardness of the rays—that is, their penetrat- 
ing power, characteristic for each species of isotopes, and with the duration 
of the exposure. This latter varies according to the length of time of applica- 
tion of the rays, or, in the case of atoms retained internally, according to the 
half-life of the specific isotope employed. 

Since the physiological or pathological effects of radiation are of such 
great concern to all workers in the field, they have been and still are being 
intensively investigated. The early findings have appeared in the declassified 
documents of the Atomic Energy Commission or their British or Canadian 
counterparts, in special journals, such as Radiology, Radium Therapy, Amer- 
ican Journal of Roentgenology, British Journal of Radiology and many 
others. In addition, good reviews are available in special periodicals, such as 
Annual Reviews of Physiology, which contained articles in 1948, 1949 and 
1950, and other journals, such as Nucleonics, especially devoted to such reports. 

There are in general two types of biological work for which isotopes are 
employed: (a) for labeling specific compounds in order to follow them 

















TABLE I 
SOME NATURAL AND RADIOACTIVE ISOTOPES* 
Relative Relative 
abundance abundance 
atom atom 
Element Mass per cent Half-life Element Mass per cent Half-life 
H I 99.99 K 39 93.35 
rs 0.01 42 12.4 hrs. 
3 30 yrs. Ca 40 96.96 
, 80 days 
Cc 11 21 mins. 45 a 
12 98.9 Mn 52 6.5 days 
13 1.1 54 310 days 
14 5100 yrs. 55 100 
Fe 55 4 yrs. 
N 14 99.63 131 
15 0.37 56 Q1.54 
O 15 126 sec. ‘5 59 47 days 
16 99.76 Co 59 100 
18 0.20 60 5-3 yrs. 
Cu 61 3.4 hrs. 
Na 23 100 63 68 
24 14.8 hrs. 64 12.8 hrs. 
P 65 2 
00 
. ei ‘gation = 82.56 
2 09. 89 55 days 
S 32 95.1 I 127 100 
34 4.2 130 12.6 hrs. 
87.1 days 8 days 





*Modified from R. S. Evans in Medical Physics, Year Book Publishers, 


Chicago, 1944. 
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through their metabolic transformations in the body or in excised tissues ; 
(b) for bombardment of tissues to replace or supplement x-rays. For the 
former, either stable or radioactive isotopes may be used, according to their 
availability and suitability for the special problem under investigation. 

Table I contains a list of some of the isotopes most extensively used in 
biological experimentation. 


A. Isotopes as tracers: 

The isotopes which have been most extensively used are those of carbon, 
since the ability to follow the carbon chains of biological compounds through 
their metabolic transformations had never been accomplished with signal 
success before the advent of isotopes. As may be seen from the table, three 
forms of carbon are available. C"', which has a half life of 21 minutes, can be 
used for short term experiments, ranging up to three or four hours, depend- 
ing upon the concentration of the metabolite expected to contain it at the 
close of the experiment. It has proved especially useful in studies of 
photosynthesis, since here it is employed simply as carbon dioxide rather 
than being synthesized into some organic compound. Moreover, the period 
of the experiment is often extremely short. 

Schoenheimer and associates’ first demonstrated by the use of deuterium 
as a marker for the adjacent carbon atom, the rapid state of flux of the fatty 
acids of the animal body. Dietary material is constantly being synthesized 
to fatty acids from short fragments, to which the fatty acids are continually 
breaking down again. Palmitic, oleic and stearic acids are being intercon- 
verted, while the total amount and general composition of the mixture in the 
fat depots remain constant. This breaking down and building up takes place 
by removal and addition of two carbon atoms at a time, though Schoen- 
heimer did not make any attempt to identify the fragment. 

It was soon shown by isotopic carbon that fatty acids break down through 
formation of a two-carbon intermediate.’ This intermediate enters the 
so-called ‘‘acetate pool” from which oxidative or synthetic reactions are con- 
stantly taking place.* *'® The term “acetate pool’ is written in quotation 
marks, since the exact chemical structure of the 2-carbon compound is not 
known, or whether more than one form exists. Of the many reactions of 
which this unit is capable, a few may be mentioned: It may be completely 
oxidized,"’ it may condense in pairs to form ketone bodies.’ It participates 
in the synthesis of cholesterol,’’ uric acid,’* members of the Krebs 
cycle," *” ** and certain amino acids, among which are glutamic acid," 
aspartic acid,’ and glycine." 

The direct burning of “acetate” takes place by way of the Krebs cycle, as 
shown in figure 1. The two-carbon unit, which has arisen from fatty acids, 
unites with oxalacetate, an indirect derivative of carbohydrate, to form six- 


carbon citric acid or some derivative, and undergoes a series of reactions 
known as the Krebs or the citric acid cycle. During these transformations, 
two of the carbon atoms of the initial six-carbon compound are oxidized 
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to carbon dioxide, leaving a four-carbon residue which is converted by a 
series of reactions to oxalacetic acid. We have then a catalytic reconstitution 
of the carbohydrate precursor of the initial six-carbon metabolite, with com- 
plete oxidation of the fatty acid constituent. But if individual carbon atoms 
are followed through the cycle, it will be seen that the two which were burned 
were not those derived from the fatty acid, but two which originated in the 
carbohydrate component. However, the over-all result is that the equivalent 
of the fatty acid unit is burned and a carbohydrate unit is reconstituted. 

It was first shown by Lehninger,’” using a highly purified enzyme system, 
that fats are not completely oxidized by way of the Krebs cycle unless 
fumarate or some other member of the cycle is present. Instead it gives rise 
to ketone bodies. With tissue slices this effect is less readily demonstrable but 
Weinhouse and associates,”” comparing rates of oxidation of acetate in liver 
slices of starved rats with rates in similar preparations with fumarate added, 
demonstrated that the presence of carbohydrate tends to facilitate the oxida- 
tion of fatty acids. Bloch and Kramer*’ showed that the presence of pyruvate 
increased by several fold the rate of incorporation of acetate into fatty acids 
by rat liver slices. These findings give us a hint as to why, in diabetes, when 
oxidation of carbohydrate is decreased metabolism of fatty acids is also inter- 
fered with. 

Two of the members of the cycle, ketoglutarate and oxalacetate are 
readily converted by specific enzymes to the amino acids, glutamic acid and 
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aspartic acid, so that this cycle provides the pathway from carbohydrate and 
fat to amino acid synthesis. 

Following the early use of deuterium as a marker for the adjacent carbon 
atom, its most useful contribution has been in the study of rates of synthesis 
and degradation of specific metabolic substances. By introducing heavy 
water into body fluids, deuterium becomes gradually incorporated into stable 
positions of the products.formed by reduction of any partially oxidized sub- 
strate as pointed out by Schoenheimer**—that is, fatty acids are formed by 
reduction of the HC-OH groups of carbohydrate to HC-H groups char- 
acteristic of fat, or in the presence of heavy water, to HC-D. The rate of 
entrance of deuterium into fatty acids may be taken as a measure of their 
rate of synthesis. 

The only isotope of nitrogen suitable for tracer work is the stable form, 
N’*. Its most extensive use was by Schoenheimer,”” who demonstrated the 
lability of the amino group in amino acids, even when they were incorporated 
in the protein molecule. He found a continuous exchange of the nitrogen of 
all the amino acids except lycine. The rates of exchange varied with different 
organs. 

Oxygen of mass 18 has not been so widely employed. Its exchange from 
carbonyl, carboxyl and hydroxyl groups with the oxygen of water makes its 
use difficult, but in short experiments involving mechanisms of oxidation 
reactions, corrections can be applied. Ruben** used it to demonstrate that the 
oxygen expired by plants during photosynthesis is derived from water rather 
than from the carbon dioxide taken up. 

Phosphorus is available as P**. Energy, released by combustion of food- 
stuffs or their derivatives in tissue may be stored in transportable form by 
the phosphorylation of adenyllic acid (adenosine monophosphate) to adeno- 
sine diphosphate (ADP) and adenosine triphosphate (ATP). From these 
compounds the phosphate group may be transferred to other organic com- 
pounds, such as glucose, rendering their energy available for work. Phosphorus 
is a constituent of phospho-lipids and nucleoproteins. We know that neucleo- 
proteins are concentrated in those tissues and cells with high metabolic 
activity, but we do not understand the full significance of their presence. 
Phosphorus in the form of P* is being used to study the mechanisms of these 
transphosphorylations. The turnover of these phosphorylated compounds has 
been intensively studied by many groups of investigators. 

Two isotopes of sulfur are suitable for tracer work, S“*, a stable isotope 
and S*, a radioactive one. Since the three sulfur-containing amino acids, 
cystine, cysteine and methionine, are components of protein, the sulfur may 
be used as a tracer in following protein metabolism.** Methionine is rapidly 
absorbed from the intestinal tract of the rat and within 4 hours is dis- 
tributed throughout the body.” Its sulfur may be converted to cystine sulfur”® 
and to taurine sulfur,** but the mechanism of the reactions is still under 


investigation. Thiamine, a sulfur-containing vitamin, has been synthesized 
with radioactive sulfur and its rate of turnover studied in a human subject.*’ 
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Radioactive sulfanilamide and penicillin have also been prepared and their 
metabolism and mode of action are being investigated.*” ** 

It has been shown that sulfide sulfur can be used by the intact rat for the 
synthesis of cystine” although this reaction takes place to a very slight extent. 
Sulfate sulfur is readily absorbed from the gut of the rat and is rapidly dis- 
tributed.*° The highest concenration is attained in the cartilage of the knee 
joints,’ where it probably enters into the composition of chondroitin sulfate. 

The isotopes considered above are used chiefly as markers for compounds 
into which they have been incorporated before administering in order to 
follow the chemical transformations of the synthesized metabolite in the body. 
A second group of isotopes are those which are usually introduced in inor- 
ganic form and subsequently become incorporated into the organic com- 
pounds whose metabolism it is desired to study. Iron and iodine are out- 
standing examples of this group. 

Two isotopes of iron, Fe” and Fe* have been employed in studies of the 
physiology of the erythrocyte under normal conditions,**** and in various 
types of anemias.** It has been used to measure the true erythrocyte volume 
of the blood®* and total blood volume.*® 

Through the use of radioactive iodine, I'*', considerable knowledge of 
the metabolism of the thyroid gland has accumulated. It has been shown that 
the inorganic iodine in the blood is rapidly taken up by the thyroid gland*’ 
under the influence of the thyroid-stimulating hormone of the anterior 
pituitary. Here it becomes oxidized, according to some investigators, to 
elemental iodine. Elemental iodine in turn reacts with tyrosyl groups to form 
diiodotyrosine, through which it becomes converted to thyroxin and enters 
the thyroxin-protein complex.*' These reactions are so rapid that in a normal 
rat, fifteen minutes after administration of iodine, 80 per cent has accumu- 
lated in the thyroid gland in the form of diiodotyrosine, and 20 per cent 
has already been incorporated in the thyroxin-protein complex.** In hyper- 
thyroidism, the rate of incorporation may be increased two or three times, 
and in hypothyroidism, it may be lowered by as much as 90 per cent. In 
most cases of carcinoma, the rate is not significantly altered. 

Radioactive sodium, Na**, emits penetrating beta and gamma radiations, 
so that its movements throughout the body can be followed by use of a 
Geiger counter applied to the skin. It has been used to determine the volume 
of the extracellular fluid, throughout which it diffuses evenly, and variations 
of the volume in normal subjects and in patients with different types of 
serous effusions.** It has thrown light on the mechanism of shock where 
trauma has altered the permeability of cells to sodium ions, as in extensive 
burns, and better methods of clinical treatment have been evolved." 

Rates of blood-flow have been investigated in various types of indi- 
viduals.*” 

Rates of diffusion from blood vessels into surrounding tissues have been 
found to have high degree of correlation in normal individuals and to vary 
according to definite patterns under various clinical conditions, such as 
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arteriosclerosis, hypertension, spasm and many others.** It has been useful 
in other studies in which rates of passage of fluids across membranes have 
been concerned, and has led to useful methods of treatment in various clinical 
conditions. 

In a study of rates of excretion of radioactive sodium into the urine,’ it 
was found to appear in the bladders of normal subjects within an average 
of 5 minutes after intravenous injection and was much slower in cases of 
congestive heart failure. The Na*™ clearance was found to be 0.66, 0.32 and 
0.15 for normal subjects, miscellaneous patients and patients with congestive 
heart failure, respectively. These studies suggest useful applications in 
diagnosis. 

Sodium of mass 22, with a half-life of 3 years has been substituted in 
studies requiring longer periods of observation. 

Strontium behaves metabolically like calcium and has an isotope, which, 
on account of its convenient half-life and the hardness of its rays, is more 
suitable than calcium for studies of bone metabolism. Sr*’ has been used to 
follow changes during the healing processes after fracture,** and after admin- 
istration of various hormones affecting bone formation."” °° 

In addition to iron and iodine, four other so-called “trace elements” may 
be indispensable to the animal body, manganese, cobalt, copper and zine. 
General articles dealing with their metabolism have been published in the 
Annual Review of Biochemistry’ ** and Nutrition Review.’ For these 
studies radioactive isotopes recently made available are opening up new 
possibilities of investigation. Detailed reviews of work through 1948 as done 
with these isotopes have been published in \Vucleonics,’" °” ' 


including an 
account of the effects of traces of molybdenum which when present in as 
little as 20 ppm has been found to be responsible for a severe disease of cattle 
and sheep. The isotopes employed have been mainly Mn’, Co®’, Cn**, Mo’’ 
and Zn® (half-life 250 days), though a more detailed list published in 
Nucleonics enumerates other isotopes also available, and gives particulars as 
to the techniques of working with them. 


B. Use of isotopes for irradiation of tissues: 

Since the therapeutic application of isotopes involves their administration 
in doses much greater than in tracer studies,the problems of protection of 
workers, and of selection of levels of dosage. safe for the subject become of 
paramount importance. The American Committee on Radiological Safety 
and Standards has laid down rules for permissible exposures for subjects 
and for workers who may be subjected to radiation over long periods 
(chronic exposure) and for those subjected occasionally (intermittent 
exposure ). 

The amount of radiation to be administered depends upon the amount 
of tissue through which it will be distributed, the energy and type of radia- 
tion and the half-life of the isotope. Approximate estimates of the amount 


and duration of irradiation can be computed taking all these factors, as well 
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as rate of excretion, into consideration. An important variable is the extent 
to which the isotope may become concentrated in the special tissue to be 
irradiated. This factor varies with the state of the tissue and also depends 
upon the compound into which the isotope may be synthesized. 

In general, those isotopes are most useful for therapeutic purposes which 
have a predilection for the tissue which it is desired to irradiate. On this 
basis, the isotopes which have proved most useful have been those of iodine, 
which is selectively absorbed by the thyroid gland, phosphorus, which 
accumulates in rapidly growing tissue, and strontium, which becomes selec- 
tively deposited in bone. 

The amount of iodine retained in thyroid, tissue varies with the rate of 
thyroid activity. I'' has proved useful in the treatment of toxic goiters and 
occasionally in certain rare carcinomas. The dose administered is calculated 
on the basis of the amount of tissue to be irradiated, the percentage of the 
iodine taken up, as measured by the Geiger counter, and the rate of its 
elimination. Since its half-life is 8 days, irradiation may be distributed over 
approximately a month. This isotope has also proved useful in the treatment 
of metastases of certain thyroid carcinomas after surgical removal of the 
primary goiter. 

Strontium, as Sr*’, has been used to irradiate osteogenic sarcoma and 
bone metastases from carcinoma of the prostate. 

Since phosphorus is a constituent of nucleoprotein, which is present in 
high concentrations in rapidly growing tissue, it was hoped that P** would 
prove valuable for irradiation of malignant growths, except in specific 
instances, as, for instance, polycythemia vera. In leukemias radiation by this 
isotope has not shown any advantage over the usual type of radiation, and 
in some cases has proved less effective. 

The increasing availability of both stable and radioactive isotopes for 
fundamental research opens up wider vistas of their possible usefulness in 
the solving of physiological and therapeutic problems. This discussion barely 
suggests a few of the uses to which they have been put. 
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X-Ray Study of Bowel Function 
in the Aged’ 


Lawrence Wechsler, M.v., Laibe A. Kessler, M.D., 
and Maurice F. Goldsmith, M.v. 


ONSTIPATION is one of the greatest single medical problems. Some 
persons complain of constipation if they fail to have a bowel move- 
ment every 24 hours or if they are not passing a satisfactory quantity 

of feces frequently as they consider desirable. Bowel consciousness is espe- 
cially prominent in older people. In attempting to evaluate the importance 
of this complaint in their daily life, we studied the colon radiographically 
and observed the effect of several colonic stimulants, especially methyl- 
cellulose.+ 


METHOD OF STUDY 


Since bowel consciousness is so prevalent in the aged, volunteers were 
selected from a group of 100 elderly people from the guests of the Home for 
the Aged who had bowel complaints referable to constipation. The selection 
of patients was based on: (1) the necessity of medication for constipation, 
(2) absence of organic disease that may have been responsible for bowel 
complaints, uncomplicated hemorrhoids excepted, (3) willingness of the 
patient to cooperate, (4) astuteness of the patient to comprehend and follow 
instructions. 

Because of the difficulty in finding patients to meet these standards, only 
12 were finally selected for radiographic studies. The average age of the 
group was 70 plus. One patient studied was 52, all others were 63 or more, 
with the oldest being 80. 

To establish a control record, volunteers were permitted their usual foods 
and laxatives for a two-week period, during which time daily stool records 
were kept. Color and consistency were observed. At the end of the two 
weeks, 12 oz. of barium mixture was given by mouth. The barium meal was 
followed by fluoroscopy and daily films were made. Attention was directed 
to position of colon, appearance of colon, and evacuation time. This pro- 
cedure was followed for all subsequent series. 

As a second control, colonic activity was recorded without special 
stimulus—Series 2. During this two-weeks’ period, patients were asked to 
abstain from catharsis. X-ray and stool studies were repeated as for Series 1. 

The patients were then divided equally to facilitate simultaneous admin- 
istration of prunes to one group and Cellothyl® to the other—Series 3 and 


*From Medical and Radiological Services, Monte- tablets (0.5 gm. methylcellulose) were supplied by 
fiore Hospital, P'ttsburgh, Pennsylvania. Chilcott Laboratories, Division of the Maltine Com- 
Known pharmaceutically as Cellothyl. Cellothyl pany, Morris Plains, New Jersey. 
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4. After two weeks, the groups were then reversed. Six prunes were given 
morning and evening after soaking in tap water overnight. Prune juice, 4 
ounces, was given with the noonday meal. The dosage of Cellothyl was three 
'4 gram tablets, three times daily with one full glass of water and with 
fluids encouraged between doses. At the end of each two-week period, barium 
studies were made as in previous series. Daily stool examinations were also 
recorded. 

It was thus possible to observe each patient with x-ray, fluoroscopy, 
and by objective and subjective stool examinations, under four conditions : 
(1) routine laxative, (2) no laxatives, (3) prunes, (4) Cellothyl. 

To provide a group not subject to variations in diet, hydration, and 
activity, and to eliminate the personal element in reporting rvsults, five 
patients completely confined to bed were followed with and without laxatives. 
These were cases of advanced Parkinson's disease or hemiplegia requiring 
bi-weekly enemas for bowel evacuation. Records were kept of all bowel 
movements as to time, color, and consistency. Laxatives used were mineral 
oil, milk of magnesia, cascara, and Cellothyl. It was hoped that some medica- 
tion would substitute for the required enemas or at least improve the usually 
hard fecal consistency. 


DISCUSSION 


Many definitions have been offered for the term “constipation.” It is 
our feeling that no set definition exists, especially in geriatrics. In the aged 
it appears to be consciousness of bowel function only occasionally associated 
with infrequent and difficult evacuations. In our series we found only 3 of 
the 12 patients with x-ray evidence to substantiate their bowel complaints. 
Therefore, it must be assumed that bowel complaints in the aged are, to a 
large extent, of psychic origin and our evaluation of laxatives, therefore, suf- 
fers from the mental fixations common to this age group. That these fixa- 
tions make any such study difficult and somewhat unreliable is pointed up 
by the fact that of 100 patients interviewed because of complaints referable 
to constipation, only 12 could be accepted for this study. Even in this select 
group, considerable persuasion was often necessary to insure continued 
cooperation with respect to medications, diet, and barium studies. This expe- 
rience strengthened our realization that subjective evaluation of drugs in 
elderly people may give misleading results.. 

It also became apparent in this study that constipation in the aged is 
not necessarily due to atonic bowel. Rather, in our cases, good tone was 
the rule. This is a point which should have considerable bearing on the type 
of medication required to correct the constipation. Bowels of good tone 
when put under reasonable tension due to bulky contents should function 
according to the accepted laws of smooth muscle activity." Therefore, the 
use of bulk laxatives is not contra-indicated. In addition, if bulk alone is 
advisable, then it was felt that prunes should be equally, or more valuable. 


Prunes provide not only cellulose but supposedly an unknown stimulant 
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TABLE | 
BOWEL EMPTYING TIME IN HOURS FOR I2 PATIENTS UNDER CONDITIONS NOTED IN EACH SERIES 
PATIENT a SERIES NUMBER* 
NUMBER I 2 3a&b 4a&b 
a b 
I $2 96 72 96 
a b 
2 82 20 72 refuses 
= b 
3 58 18 48 72 
a b 
4 82 120 72 96 
a b 
5 82 120 72 96 
b a 
6 34 72 patient 72 
too ill 
b a 
7 58 72 48 48 
b a 
8 48 72 48 refuses 
b a 
Die A yece a : edt te 96 06 died died 
a 
oO : 96 72 48 96 
b a 
1 96 96 48 48 
b i 
12 48 82 72 72 





*Series number and laxative: 


Series 1—Any laxative Series 3b—Cellothy] 
Series 2—No laxative Series 4a—Prunes 
Series 3a—Prunes Series 4b—Cellothyl 


factor. In three cases, No. 2, No. 4, and No. 5, as shown in table I, all of 
whom objectively had prolonged emptying times (approximately 120 hours ) 
two showed better response with prunes, both emptying in 72 hours as 
compared to 96 hours with Cellothyl. The third case, No. 2, improved with 
prunes (72 hours) but refused to continue the experiment with Cellothyl. 

Of three cases, No. 1, No. 9, and No. 11, with moderately prolonged 
emptying times (96 hours) one case died before completion of the tests, one, 
No. 1, showed relatively little change, and the third improved equally with 
prunes and Cellothyl (approximately 48 hours emptying time). Cases with 
average original emptying times did not show as significant results except 
that the total number of hours was reduced with use of Cellothyl, prunes, or 
other laxatives. Cases No. 3 and No. 10, who showed some increase in time, 
were the exception. 

It can be reasonably deduced from the foregoing that objectively these 
patients were somewhat benefited with Cellothyl or prunes, but more impor- 
tant was the subjective response obtained. This was not favorable and is 
more significant when we remember that of our 12 cases, all complaining of 
constipation, only three had considerably prolonged emptying times; that is, 
were constipated according to our standards of observation. We attribute the 
negative subjective reaction to several possibilities: (1) As was noted 
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earlier, this age group has an abundance of habits and fixed ideas. There- 
fore, a change of laxative, after years of service with another, is not 
welcomed. (2) Because of the high percentage of hypochondriasis and psy- 
choneurosis with bowel fixation, it cannot be expected that any single laxative 
will give satisfaction. (3) Several patients complained of the size and amount 
of medication necessary with Cellothyl, and if they did not like prunes, 
frowned upon them, too. (4) Consumption of large amounts of fluids required 
with bulk laxatives is often difficult for a geriatric patient. 

Since individual personality differences appeared to affect findings, as 
previously noted, chronic bedridden cases, none of whom have voluntary 
bowel evacuations, were followed for 7 weeks. It did not appear that any 
definite consistent change in character of the stool could be recorded. Volun- 
tary movements, regardless of laxative used, did not ensue, and it was 
necessary to resume bi-weekly enemas in these patients. This latter group 
study seemed to indicate that inactivity, poor nutrition, and inadequate 
hydration common to these cases, are the more important underlying factors 
in their constipation. Drugs, regardless of their mode of action, are of little 
help. 

A further observation indicated that when stimulant laxatives are taken, 
diarrhea, that is, loose watery stools, result. In those cases benefited by bulk 
laxatives, as Cellothyl, this did not occur, and was considered by us to be of 
considerable value. Frequently geriatric patients take laxatives causing 
diarrhea and then seek medication for control. Constipating medication is 
ordered with resulting intermittent diarrhea and constipation. Furthermore, 
diarrhea in the aged should not be taken lightly. It is fatiguing, dehydrating, 
and most important, is often followed by constipation with danger of fecal 
impaction and obstruction, so common and dangerous in this age group. 


CONCLUSIONS 


This study of constipation in aged patients has been based on inten- 
sive study of a small number of patients who served as their own con- 
trols. While the total number of cases involved is small, the variety of 
conditions and tests to which each patient was subjected seem to justify 
the following observations. 

No single definition accurately describes all types of constipation, 
especially in aged patients. Psychoneurosis with bowel fixation appears 
to be the underlying cause of constipation complaints in the aged since 
prolonged emptying times of the colon could not be demonstrated in 
most patients. 

Contrary to the general impression, atonic bowel could be demon- 
strated by barium meal and x-ray studies as the cause of constipation in 
only 3 of 12 patients. Five completely bedridden patients failed to respond 
to any type of laxative, irritant or bulk, and it was necessary to resort to 
the usual enemas. 

While the various laxatives used-—prunes, prune juice and Cellothyl 
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—caused moderate reduction of emptying time in the majority of cases 
studied, these elderly patients reported no beneficial results subjectively. 
Although prunes or Cellothyl induced objective improvement, most 
patients preferred to return to the irritant laxative to which they were 
previously addicted. Because of fixed ideas in the elderly, the dangers of 
evaluating drugs on subjective findings only is again emphasized. 


We wish to express our thanks to the Jewish Home for the Aged, Pittsburgh, 
Pennsylvania, and their nursing staff for their cooperation in these studies. 
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Surgery for Gastric Ulcer* 
M. J. Gullickson, M.D., R. G. Smith, M.D., and D. J. Largo, M.D. 


The imperative indications for gastric resection in gastric ulcer should 
apply to patients over 70, provided some unrelated complication making the 
operative risk too hazardous is not present. These indications are: (1) inabil- 
ity to rule out malignancy, (2) continued severe hemorrhage, and (3) in- 
tractable pain or obstruction failing to respond to medical therapy. 

First day ambulation, early resumption of oral alimentation, more specific 
methods of control of electrolyte and fluid balance, and more efficient methods 
of prophylaxis and treatment of pulmonary complications and thromboem- 
bolism are advances in postoperative care which have contributed most greatly 
to lowering of the mortality in geriatric surgery 

In nine gastric resections done for patients over 70 in which the pathol- 
ogist’s diagnosis was benign gastric ulcer, satisfactory preoperative prepara- 
tion was achieved in all patients, although major unrelated diseases were 
present in several cases. The average preoperative hospital stay was 25 days 
and postoperative 14. 

In all cases at least a 75% resection, with removal of the ulcer and usually 
a Hoffmeister retrocolic short-loop anastomosis, was done. Antecolic anasto- 
mosis was employed in the patients thought by the surgeon to have a carcinoma. 


*Surgical Treatment of Gastric Ulcer in the Aged. Illinois M. J. 99: 140-142, 1951. 

















The Place of Psychology 


in Gerontology’ 
Oscar J. Kaplan, pu.v.t 


UR new science of gerontology overleaps the boundaries which have 
separated psychology from biology, and both from = the social 
sciences. Those who have wrestled with the problems of cardio- 

vascular disease, nutrition, and mental illness know that they have psycho- 
logical and sociological as well as biological aspects and that maximum 
progress is contingent upon close cooperation among the sciences. Most of 
the topics with which this Conference* is concerned are related in one way 
or another to psychology, and most of the problems before it cannot be fully 
solved without the contributions which can be made by the science of 
behavior. 

Three problems which call for the unifed effort of biology, psychology, 
and the social sciences are those of the preservation of mental abilities, the 
evaluation of the performance of older workers, and the communication of 
health knowledge to older persons by means of mass media. There are other 
problems of equal or greater importance to which psychology is a party, but 
the three mentioned will serve to illustrate the place of our science in the 
program of gerontology. 


I. PRESERVATION OF MENTAL ABILITIES 


i WORLD of the twentieth century places a high value upon mental 
competence. The trend in industry is away from tasks requiring chiefly mus- 
cular strength to skills heavily weighted with perceptual and even intellectual 
demands. We must take cognizance of this trend in our research efforts if we 
are to enable workers to function effectively in the middle years and beyond. 
The possibility that we may lengthen the life of the body without pro- 
longing the career of reason is as full of menace to the future as the atomic 
homb. Our mental hospitals bulge with senile psychotics and almost a third 
of all first admissions to our state institutions are past 60. Tens of thousands 
vegetate in the homes of sons and daughters, bringing despair to those who 
love them most. Unless we soon come into possession of knowledge per- 
mitting application of prophylactic measures, the number of senile psychotics 
probably will double in this country within three decades. This assumes no 
increase in the present per capita incidence rate in the older age brackets but 
is accounted for principally in terms of the projected rise in the number 
of aged people. 
**Presented before Section 1A (Research) of the *Department of Psychology, San Diego State Co!- 


First National Conference on Aging. August 14, lege, San Diego, California. 
1950, Washington, D. (¢ 


208 











THE PLACE OF PSYCHOLOGY 299 


We stand in real danger of being swamped by incompetents, for the 
deterioration of intelligence or its lack are not incompatible with long life. 
Mental hospital statistics indicate that senile psychotics and persons suffer- 
ing from cerebral arteriosclerosis with psychosis usually die within several 
years after commitment. It is, however, a matter of much theoretical impor- 
tance that hundreds of persons of both types survive for two decades or 
more after admission. This fact is even more disturbing when it is recog- 
nized that the hospitalized seniles usually are more deteriorated than those 
who continue to live in their communities. 

It is worthy of mention that even in senile psychotics whose condition is 
not essentially arteriosclerotic, the leading cause of death is failure of the 
circulatory system. Many years ago Raymond Pearl remarked on the fact 
that pathology of the nervous system is only rarely the primary cause of 
death. The point is that we may make advances in cardiology and in other 
branches of medicine, and may succeed in extending the lives of many of 
our senile dements so they may pile up by the hundreds of thousands in our 
hospitals. The maintenance of the integrity of the brain and nervous system 
is more than a cardiovascular problem. On the other hand, if we are able 
to prevent or minimize cerebral arteriosclerosis, there will be much gain in 
mental health as well as in life duration, at least in some cases. 


; it is true that idiots and imbeciles, on the average, submit to 
early death, thousands of institutionalized defectives below the grade of 
moron survive into the fifties and beyond. The Sonoma State Home in 
California has recorded the death at 89 of a microcephalic woman whose 
brain weight at autopsy was 530 grams. One need not be very bright to live 
a long time if good custodial care is provided. It is significant that in the 
past the leading causes of death among low grade aments have been tuber- 
culosis and pneumonia, conditions which are being brought under control 
in the general population. 

The responsibility of medicine may be illustrated in another way. 
Therapies which build the body may alienate the mind, or even threaten the 
community in which the patient holds membership. For example, the admin- 
istration of sex hormones to a mentally incompetent senile may produce 
criminal behavior. 

Jonathan Swift caught a glimpse of the peril that confronts us, and in 
Gulliver's Travels tells about the Struldbtuggs or immortals whom he 
encountered in a far country, a pitiful people afflicted with the dreadful 
prospect of never dying. Beset by physical infirmities and progressive 
dementia, they were hated by all who knew them. Contemplating them, 
Gulliver exclaimed: “They were the most mortifying sight I ever beheld, 
and the women were more horrible than the men. Besides the usual deformi- 
ties in old age, they acquired an additional ghastliness in proportion to their 
number of years.” 

It is the goal of gerontology to add life to years, not just years to life. 
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We want to remind our medical friends that life without intelligence is 
worse than death. Psychology aspires to measure the goodness of life as 
reflected in competence and adjustment. 


WV E PROPOSE that there be close liaison between us. The preservation of 
mental abilities is as much a psychological responsibility as a concern of 
psychiatrists and neurologists. Identification of the senile psychoses rests 
largely on the basis of behavior rather than anatomical changes or laboratory 
tests. Rothschild tells us that frequently the brains of persons who have 
exhibited normal behavior in life are indistinguishable from those who were 
demented in their final days. We hope that someday we will know more 
about the neurology of mental illness in later life and its physiological con- 
comitants, but the present absence of such knowledge testifies that a prob- 
lem must often be identified and assessed at a higher level before its solution 
can be undertaken, or contributed to, by other sciences. We need to perfect 
our mental measurement tools if we are to lead the biologieal sciences in the 
conquest of the senile psychoses. 

It is unfortunate that biology and psychology have been so preoccupied 
with the pathological and the “average or normal” that we have neglected 
the study of the superior. How does it happen that some men at seventy or 
eighty do as well or better than most of those who are five decades their 
junior? Such persons deserve intensive study. 

\Ithough technical difficulties of mensuration have somewhat clouded 
the results of psychological inquiries, cross-sectional investigations indicate 
that most mental functions follow the form of a parabolic curve, with peaks 
in the late teens or early twenties. a plateau or slow decline into the forties. 
and more precipitous losses beyond middle life. 

Cross-sectional studies leave many problems unsolved. lor instance, 
such studies do not dispose of the possibility that some individuals experience 
no loss in “test intelligence” during the half century between ages 20 and 70. 
lurthermore, in considering the fate of mental abilities in old age, we should 
bear in mind that there is no intelligence test in existence which samples all 
or even most of the mental abilities known to psychology. Creative thinking, 
for example, usually is not measured by our tests, nor is judgment in com- 
plex situations. 

Mental abilities are the product of the interaction. of biological and 
environmental factors. It follows that poor test performance may be expli- 
cable in biological terms or in terms of life experience, or more probably, in 
terms of both types of factors. .\ few of the hypotheses which present them- 
selves are: (1) the drop in “test intelligence’” reported in cross-sectional 
studies is due entirely to the poverty of the environment; (2) the fall in 
“test intelligence” is due entirely to biological aging; (3) the dip in “test 
intelligence” is an artifact deriving from inaccurate and inappropriate 


measuring devices, sampling errors, and poor test administration; and (4) 
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mental decline does occur, particularly in the years beyond age 70, and is due 
to both biological and environmental factors. It is regrettable that we are not 
yet able to evaluate fully these and other hypotheses. 


Il. PERFORMANCE OF OLDER WORKERS 


TOR and biology are being asked to develop tests and measures 
to determine a worker’s biological and psychological age in order to intro- 
duce flexibility into the retirement practices of industry. Long ago Bernard 
Shaw observed that one of humanity's most urgent needs was a trustworthy 
anthropometric method, an instrument which would accurately grade men. 
Unfortunately, neither psychology nor biology can assess men with absolute 
accuracy at this time. 

The problem of the older worker has a number of aspects which it is well 
to keep in mind. There are economic factors which lead employers to dis- 
criminate against older applicants. These include higher insurance and pen- 
sion costs, disproportionately high training cost in relation to length of 
service, and similar considerations. These do not relate directly to produc- 
tivity and are problems for management, labor, and government. 

Productivity of the worker is, of course, a major concern of management. 
However, the economic meaning of productivity varies from time to time. 
When carpenters are scarce, and when carpenters are needed, the services 
of a 75-year-old worker may be sought after even though he may be less 
efficient than he once was. As psychologists and biologists, we have only a 
peripheral interest in productivity in this economic sense. However, we are 
greatly interested in productivity in the physical sense—in the number of 
nails that a man can pound in a day or the number of bricks that he can 
lay—because it provides us with a criterion for validating our psychological 
and biological measures of occupational fitness. 

Now it happens that only infrequently do workers produce all of which 
they are capable, so that performance often bears a higher relationship to 
motivation than to capability. .\ further difficulty derives from the fact that 
physiological and psychological loss with regard to specific functions does 
not necessarily spell loss in occupational competence. A man’s reaction time 
may have dropped and his physical strength diminished, but he may still 
be able to outdistance his younger fellows because he has learned the tricks 
of the trade and because he uses the strength and speed that he has more 
efficiently. Simply because younger men are faster, stronger, and in other 
ways superior to some older men, this is not in itself proof that one group 
will excel the other in an industrial situation. The point is that, even if we 
isolate all the biological and psychological variables that influence per- 
formance and simply add scores, we may do the older man a great injustice. 

A further difficulty, and a critical one, is that accurate measurements of 
individual performance are the exception rather than the rule in industry. 
If we cannot accurately evaluate performance, how are we to determine the 
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relationship of our psychological and biological measures to performance ? 
Good instruments for evaluating worker performance must be developed by 
the pooled efforts of management, labor, industrial engineer and psychologist. 


Fon purposes of discussion, let us assume that the job has been done and 
that we can accurately measure the performance of all industrial workers. 
Granted that workers age at different rates and that their entitlement to 
employment should also vary, how are we going to operate a flexible retire- 
ment system? Shall we arrive at our decisions on the basis of psychological 
and biological tests and measures or shall we act on the basis of weekly pro- 
duction records? 

For clarification, let us sit in judgment on a hypothetical Tom Smith, 
who assembles product X. He is 65 years old, and he assembles an average 
of 950 Xs each day. This rate is acceptable to his employer. Let us suppose 
further that Smith does not distinguish himself on our battery of tests and 
measures which purport to tell us his psychological and biological age. Shall 
Smith be retired or shall he be retained ? 

I contend that if he is doing a satisfactory job, he should be retained 
regardless of how he does on these tests and measures. Of course, if Smith 
has disabilities which make his continuance on the job hazardous to himself 
or others, that is another matter. He should be terminated, or his job modi- 
fied, or he should be transferred. We must beware of being pushed to the 
development of tests and measures before we have accurate ways of ascer- 
taining individual productivity. The development of such measurements of 
productivity is not primarily the responsibility of the biologist or the psy- 
chologist. We need a target—productivity—hefore we can develop tests and 
measures that correlate with individual output. 

Psychology and biology can do a great deal to promote the welfare of the 
older worker. On @ priori grounds, it appears reasonable to suppose that 
strength, mental abilities, reaction time, perceptual abilities, and various 
psychomotor functions are related to job performance. If we could preserve 
these, we would, no doubt, markedly extend the period of occupational 
effectiveness. Here is a fertile field for investigation and experimentation. 

Out of such research may come batteries of psychological and biological 
tests and measures which will enable employers to hire older workers with 
greater confidence than is now possible. We may be able to develop selection 
schemes which are better than any that can be devised for younger workers. 
On the psychological side, it certainly is possible that we may be more effi- 
cient in forecasting the future behavior of the 40-year-old worker than that 
of the 20-year-old worker. But our tests and measures will never be perfect, 
at least not in the foreseeable future, and if we are seeking to determine 
whether Smith should retire or not, let us think in terms of his output and 
not in terms of his scores. 


Many persons who work beyond 65 would be well advised to quit or to 
change jobs, even if their output is satisfactory to their employers. What is 
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the biological and psychological cost of work of various kinds beyond age 
65? Here is a virgin field of inquiry and one of major importance. 


Il. COMMUNICATION OF HEALTH KNOWLEDGE TO OLDER PERSONS 


a has ventured the opinion that adequate health education is the 
greatest force available to preventive geriatrics. It is possible that effective 
mass health education, leading to the full utilization of present knowledge, 
would save more lives during the next ten years than the medical research 
now underway. This is a plea for more and better health education, however 
—not less medical research. 

The victories of medicine are incomplete until the knowledge won in the 
laboratory catches up with the man in the street. At the beginning of the 
second quarter century since the discovery of insulin, a million Americans 
have diabetes and do not know it. It is not by chance that most of these 
men and women are over forty, for it is well established that older persons 
in this country at the present time are less informed on health matters than 
young adults. 

There are times when psychology and sociology must guide the biologi- 
cal sciences to the solution of problems that are primarily biological. For 
example, effective nutrition education must recognize existing attitudes and 
prejudices in respect to food. Older people often exhibit biases which make 
them refractory to expert advice. In India, the Nutrition Research Labora- 
tory is seeking a modus vivendt between religion and biology in the matter 
of satisfying the protein needs of her population. Her biochemists are seek- 
ing vegetable proteins of high nutritional value rather than changing the 
traditional attitude toward the eating of beef. 

The preservation of intelligence, the maintenance of the efficiency of 
our older workers, and the effective communication of health knowledge are 
but three of the problems which admit of the fraternity of our various fields. 
There is hardly an area of gerontology in which all do not stand to gain by 
pooling resources, methods, and experiences. We confront common prob- 
lems of sampling, experimental design, recruitment of subjects, and of 
statistical treatment of cross-sectional and longitudinal data. In terms of 
experience with such methodological problems, psychology is as advanced 
as any of its sister sciences in the gerontological enterprise. If older men and 
women are to live more fully we must work together toward the com- 


mon goals. 





“ 


... To die of old age is a feather in the cap, or in the shroud, of the 
deceased, and a small pat on the back for the doctor. For tf the first and great 
commandment for the attainment of old age ts still to have a care in the choice 
of ancestors, the second is to use some discrimination in the choice of medical 
attendant.” 

—ROY D. CLAYTON, Notes and Comments, Brit. M.J. 4722: 66, 1951. 








Sexual Function 
in the Aging Male’ 


Walter R. Stokes, M.D.t 


N CONSIDERING the sex behavior of older persons it is well to keep 

in mind two points of view. One relates to the actual physiological 

processes of aging as they affect sex; the other to the kind of sex 
behavior prevalent in our neurotically conditioned culture. In light of that 
culture and the widespread psychosomatic disturbances among us, we should 
not trust too blindly our physiological studies of sex function. What we 
know today of the sex physiology of older people is not necessarily the same 
knowledge that might be obtained from studying relatively secure, guiltless, 
emotionally mature human beings, if and when they can be found. All our 
present data, whether relating to physiology or to cultural patterns, may 
well be accepted with caution and upon a tentative and readily modifiable 
basis. 

An examination of the geriatric journals and texts reveals rather a gen- 
eral neglect of the sexual function in middle-aged and older people. Even 
though the present literature of geriatrics is inadequate in its contributions 
on clinical sex problems it seems quite likely that this will not long be so. 
When better information becomes available the geriatric specialists will be 
in a key position to popularize it, apply it clinically and carry out important 
research. 


A. THE social research level one of the most important contributions on 
the sex behavior of older men is provided in Dr. Kinsey’s report on Sex 
Behavior in the Human Male.’ Yet it should be noted that even Dr. Kinsey's 
massive records contain data on only 87 men past 60 years of age. Kinsey's 
data on each person are followed through life at successive 5-year periods, 
a total of 18 sets of data on a life history of 90 years. In his consideration of 
the sex behavior of each subject the following elements are of interest in the 
present discussion: frequencies of sex expression, types of outlet, morning 
erections, angle of erection, and amount of precoital mucus. 

Dr. Kinsey observes about sexual aging: “From the early and middle 
teens, the decline in sexual activity is remarkably steady, and there is no 
point at which old age suddenly enters the picture . . . The decline in sexual 
activity of the older male is partly, and perhaps primarily, the result of a 
general decline in physical and physiologic capacity. It is undoubtedly affected 
by psychologic fatigue, a loss of interest in repetition of the same sort of expe- 


*Read before a meeting of the American Associa *Washington Medical Center, Washington, D. C. 
tion of Marriage Counselors, New York City. 
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rience, an exhaustion of the possibilities for exploring new techniques, new 
types of contacts, new situations. Evidence of this is to be found in numerous 
cases of older males whose frequencies had dropped materially until they 
met new partners, adopted new sexual techniques, or embraced new sources 
of outlet. Under new situations, their rates rise, to drop again, however, 
within a few months, or in a year or two, to the old level. How much of the 
over-all decline in the rate for the older male is physiologic, how much is 
based on psychologic situations, how much is based on the reduced avail- 
ability of contacts, and how much is, among educated people, dependent upon 
preoccupation with other social or business functions in the professionally 
most active period of the male’s life, it is impossible to say at the present 
time.” 

I note merely that these well-founded remarks express questionable 
awareness of unconscious neurotic factors, which, to an analytically trained 
psychiatrist, would shed much light on some of the phenomena that are 
described, such as the temporary stimulating effect, for some persons, of new 
techniques or new types of contact. 


M, OWN clinical experience of 21 years does not cause me to doubt the 
validity of the data which Dr. Kinsey and his associates have compiled on 
the sexual performance of the older male. I believe they will be supported by 
further and more abundant studies. But I stress that they might not be valid 
for cultures other than our own. Kinsey's data create a picture that we should 
be reluctant to confuse with an ideal physiologic norm. As to certain of Dr. 
Kinsey's interpretations, | must state a modifying or dissenting view. Dr. 
Kinsey is amazed that “the rate at which males slow up in these last decades 
does not exceed the rate at which they have been slowing up and dropping 
out in the previous age groups.”’ He says “This seems astounding, for it is 
quite contrary to general conceptions of the aging process in sex.” I suggest 
that the explanation is to be found in reference to the fact that in our culture 
the natural sex aging process is heavily modified by unconscious anxiety 
factors and that the man whose lighter load of unconscious sex anxiety has 
permitted him to remain sexually potent past 60 enjoys a great psychosomatic 
potency advantage over those more anxiety-burdened individuals whose 
unconscious sex fears have caused them to abandon potency at an earlier 
period in life. In short, I believe that this interesting anomaly in Kinsey's 
data stems from the large load of unconscious sex anxiety carried by most 
men in our culture. Those who are lightly burdened are able, in old age, to 
defy the average sex aging tendency and so create an illusion of super-normal 
sex vigor. Their achievement might well become the average expectation in 
amore guiltless and biologically natural culture. 

Dr. Kinsey notes that morning erections often appear in older men for 
several years after potent sex performance is lost. This observation should 
not be passed over without noting that not infrequently men in the younger 
age brackets are completely impotent with women yet may have strong 
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morning erections. These younger men sometimes gain potency when their 
sex anxieties are relieved through psychotherapy. Thus there must be a 
question as to whether the impotent man who is capable of a strong morn- 
ing erection, whether he be young or old, might not be sexually potent if 
free from serious unconscious sex anxiety. It must be regarded as doubtful 
whether the impotent older man with strong morning erections is basically 
or physiologically impotent. Of course the clinical consequences are the same 
however this may be, and it is seldom feasible to apply deep psychotherapy 
to the elderly man. We may wonder though whether, in time to come, in a 
more rational culture, the intercourse potency of the older male may not 
more closely parallel his ability to attain strong morning erections. 


I CANNOT pass without comment Dr. Kinsey's observation: “It will be seen 
that there are stray cases of impotence between adolescence and 35 years of 
age.’ My own experience in routine premarital practice has been that in fact 
a really large number of American males are poorly potent in the lower age 
brackets. Indeed, it is my view that in our culture the fully potent young male 
is the exception, not the rule. Explanation of the difference between Dr. 
Kinsey's observation and mine is, | am sure, to be found in our strikingly 
different criteria of what constitutes sexual potency. Our principal difference 
arises in his accepting as potent the male who has erectile potency but who 
displays a chronic pattern of quick ejaculation. I hold this phenomenon to be 
a clear-cut type of impotence with serious unconscious anxiety lying behind 
it. Over and over I observe the quickly ejaculating young man become 
entirely impotent at an early age—in his late thirties, forties or early fifties. 
It is notable, too, that the quickly ejaculating young male characteristically 
fails, even under strong female stimulation, to muster a return erection and 
to continue or repeat intercourse. This, like his early abandonment of the 
sex life, seems to me strongly suggestive that he is carrying a heavy load of 
unconscious sex anxiety. That conclusion is amply supported by the findings 
and therapeutic results of deep psychoanalytic therapy. 

I urge that the time to treat premature impotence is when evidences of 
sexual disability appear in youth and not to wait until middle age, when it is 
usually too late. In other words, the time to prepare for satisfactory sex in 
advanced life is in the early years, by abundant functional sex activity, free 
from feelings of guilt. : 


: oe correlation of an inactive early sex life with early onset of impotence 
has been studied by Kinsey and he concludes: **. . . the fact that an individual 
has started sexual activity in early life and has had frequent activity through- 
out a long period of years is not necessarily responsible for the onset of 
impotence in his old age. 

“The ready assumption which is made in some of the medical literature 
that impotence is the product of sexual excess, is not justified by such data 


as are now available. Impotence is clearly the product of a great diversity of 
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physical, physiologic, and psychologic factors, and in each individual case a 
multiplicity of factors is likely to be involved... There is even some evi- 
dence that much of the impotence which is seen in old age is psychologic in 
its origin.” 

Kinsey also states that the males who are first adolescent begin their 
sexual activity almost immediately and maintain higher frequencies in sexual 
activity for at least 35 or 40 years. 

There is obvious interest in speculating as to what factors are responsible 
for early or late onset of adolescence. It is often glibly assumed _ that 
adolescence is all a matter of endocrine activity and the matter allowed to 
go at that. But late research in physiology is making it increasingly clear 
how endocrine function may be slowed or accelerated by emotional factors, 
so it may be that adolescence is powerfully influenced by the way in which 
cultural patterns impinge upon a child's sex-related emotions. Much in point 
are certain aspects of ACTH-cortisone research and numerous recent 
researches in the physiology of emotions and life stresses.* 


he SEEMS logical to infer that the ultimate answer to our widespread prob- 
lem of early impotence in the male can be found only through changes in 
our culture which will permit a biologically natural, guiltless unfolding of the 
sex life from earliest infancy. Difficult and tedious as this may be to achieve, 
it appears the only sound general approach to the problem. 

It is predicted that the sexual enjoyment of aging persons will be 
increased and stabilized when our present distorted ideals of what consti- 
tutes sexual attractiveness is replaced by an ideal of life-long functional sex 
enjoyment, genitally centered and associated from early life with an affec- 
tionate and dignified personal relationship.” Only when this has become a 
reality can we know what are the real potentialities of sex in later life. 

There is a considerable medical literature which supports the view that 





men actually experience something analogous to the menopause in women. 
It may be that this is true, but I am not persuaded that the so-called “change 
of life’ in men is often of practical importance or that anything can be done 
about it except in some cases where a psychiatric problem is presented. The 
use of testosterone, the male hormone, as an agent for invigorating the aging 
male has been outrageously exploited by popular medical writers and a 
segment of the medical profession. : 

An interesting commentary upon the uselessness of testosterone therapy 
is furnished by recent experience in castrating rather large numbers of men 
as a very effective means of temporarily arresting cancer of the prostate 
gland. A colleague who has pioneered in this work informs me that 19 out 
of 20 castrated older males carry on an unimpaired sex life after loss of their 
testicles. Less than one in 20 undergoes eunuchoid changes and requires 
treatment with testosterone. Apparently the adrenal cortex, by itself, is ordi- 
narily capable of producing in the adult castrated male all the androgens 
necessary to maintain normal sex physiology. 
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‘y HAT fertility of the male may be carried into advanced age is so well 
known as to need little comment here. Also it is not uncommon for the pro- 
duction of seemingly normal spermatozoa to persist for some time after full 
sex potency has been lost. 

The sex interest of some older men in female children is a fairly common 
problem in the field of sex crime. Although some believe this problem to 
be hysterically exaggerated as a source of danger to young females, yet 
psychiatrists are aware that this is not always true. It has been my experience 
that the older man who displays aggressive sex interest in little girls has a 
characteristic history of lifelong tendencies of this kind and that they merely 
come out more strongly or attract more attention and seem more disturbing 
to public sensibilities in the older man. 

It is not unusual in the course of marriage counseling to observe that 
older men may develop a greatly increased capacity for hostile and/or 
depressed behavior as they sense that youth has slipped behind them and sex 
potency no longer is at command. This has generally appeared to me as a 
psychiatric problem, founded upon latent personality disturbances actually 
present since childhood. As with premature sexual failure, the ideal and effec- 
tive time to treat personality disturbances is in youth, not when the pathology 
has become strongly evident in later life. Prophylactic alterations in our 
cultural pattern appear to hold great promise in this field, while therapy 
applied directly to the emotionally disturbed older person commonly brings 
poor or indifferent results. 


SUMMARY AND CONCLUSIONS 


1. Scientific, social and cultural advances are extending the span of 
human life during which enjoyment of the sexual function may be 
expected to remain active. 

2. It is surmised that in our present culture there is a strong tendency 
toward loss of masculine potency at an unduly early time in life. This 
view is supported by a digest of certain data accumulated in the Kinsey 
study of sex behavior in the male. 

3. Sex potency is held to be an aspect of total personality function- 
ing. It is concluded that basic improvement of male potency and the 
extension of it in the life cycle must depend upon deeper understanding 
of how our cultural pattern affects the physiology of sex. 

4. It is stressed that our present dependable information in this field 
is extremely limited and that available therapy is equally limited in value. 
’sychotherapy is not strikingly successful as applied to the problem of 
waning potency in the older male, except to aid him in accepting the 
situation and adjusting to it. 
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STUDIES IN ATHEROSCLEROSIS VIII 


Prophylaxis of Atherosclerosis 
Through Stabilization of 
Blood Cholesterol’ 


0. J. Pollak, M.D. 


THEROSCLEROSIS has been produced in several animal species. -xperi- 
mental cholesterol-atherosclerosis in rabbits can be induced by 
dietary means resulting in hypercholesterolemia. It also can be pro- 

duced by intravascular injection of various macromolecular substances’ and 
especially by introduction of relatively small amounts of cholesterol into the 
blood stream.” 

In the blood of rabbits as in that of man, nearly all cholesterol is linked 
with protein fractions and with lecithin to form large molecular complexes 
of lipoproteins. Alphai-globulin- and especially beta:-globulin-lipids seem to 
play a role in the development of atherosclerosis. The mere presence of these 
molecules in the blood stream does not account for the appearance of choles- 
terol in the subintimal layer of the blood vessels. The mechanism of this 
process will be discussed elsewhere.” Stabilization of colloids, whether of 
lipid or non-lipid nature, might prevent precipitation of macromicels and 
thus might represent an approach to the prophylaxis of atherosclerosis. 

With this thought in mind, lecithin,’ albumin,’? and desoxycholic acid’ 
were employed as stabilizers for cholesterol sols and their effect was studied 
in animal experiments. Many other substances present in the human and 
animal body (e.g., fatty acids) could and should be similarly studied, as well 
as substances not normally present in the body (e.g., detergents ). 

Lecithin is a poor stabilizer of cholesterol. In vitro, lecithin decreases the 
stability of colloidal cholesterol. Upon addition of lecithin to cholesterol sols, 
precipitation and crystallization of cholesterol takes place. Injected into the 
rabbit’s blood stream, lecithin does not harm the intimal-subintimal layers 
of the blood vessels but causes edema of the vascular masculature. Intra- 
vascular crystallization of cholesterol occurs where a mixture of lecithin and 
cholesterol is introduced into a rabbit’s blood. Such injections of mixtures 
reveal that lecithin neither prevents, mitigates nor modifies the damaging 
action of colloidal cholesterol upon the vessels. Assuming that the results of 
experiments on rabbits are valid for man, lecithin is not suited for prophy- 


*From the department of experimental pathology, Quincy City Hospital, Quincy, Massachusetts, 
This study was partly aided by a grant from the U. S. Vitamin Corporation, 
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lactic stabilization of cholesterol. No conclusions can be made as to the pos- 
sible role of the quantitative relationship of lecithin and cholesterol or their 
physical arrangement within the molecules of lipoproteins. 

Bile acids are, in contrast to lecithin, present in blood of animals and 
human beings in infinitesimal amounts only. Their injection into the blood 
stream represents, for all purposes, introduction of alien matter. Injected 
into the circulation of rabbits, desoxycholic acid induces vascular alterations 
similar to those resulting from intravascular injection of cholesterol sols, 
globulin and other macromolecular substances. Injections of mixtures of 
desoxycholic acid and cholesterol induce promptly vascular alterations analo- 
gous to those resulting from intravascular injection of either of the two 
substances. The damaging effect appears to be cumulative. Marked hydropic, 
bullous swelling of the intimal endothelium cells, edema of the subintimal 
cells, and thickening of both layers takes place. Assuming again, that the 
effect of such injections would be the same in man as in the rabbit, we can 
dismiss desoxycholic acid and other bile acids as unsuitable for stabilization 
of cholesterol sols. 

Albumin is an excellent in-vitro and in-vivo stabilizer of cholesterol. 
Intravascular injections of small and large doses of albumin to rabbits are 
entirely harmless. Albumin has been, is, and will be injected to human 
beings, without ill effect. Injections of albumin-cholesterol mixtures to rab- 
bits reveal a protective property of albumin. This action is proportional to 
the quantity of albumin introduced into the circulation and is complete when 
the amount of albumin reaches physiologic levels. 

In reports on the effect of lecithin,’ albumin,’ and bile acids® the pertinent 
references on their usage in animal experiments have been reviewed. Our 
concept on the stabilizing properties of serum albumin receives support from 
bibliographic data. It appears that the proportion between albumin and beta- 
globulin plays a major if not a decisive role in the precipitation of lipo- 
proteins. 


Fix experimental results and bibliographic data warranted a search for 
references to the interrelation between albumin, globulin and cholesterol 
and also to the link between these chemical blood constituents and athero- 
sclerosis. The available information has been summarized in a previous com- 
munication.” 

Our search was then extended to references pertaining to therapeutic 
attempts to alleviate hypoalbuminemia. The treatment will vary with the 
cause. Hypoalbuminemia can originate from: (1) excessive loss of albumin 
from blood; (2) loss through kidneys; (3) inadequate protein intake, 
absorption, or utilization; (4) failure of albumin regeneration; and (5) lack 


of synthesis. 
7 . . . . Fd *q° . 
In the aged, inadequate protein intake, absorption and/or utilization 
plays a major role. In 1904, Fenger‘’ determined that a daily protein intake 
of 1.95 gm. over three years and of 2.3 gm. for a fourth year did not influence 
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the weight of a 61-year-old woman. Foster* confirmed that 86 per cent of 
protein intake is utilized by old persons. 

In patients with atherosclerosis and in patients with diabetes mellitus, 
hypoalbuminemia is largely due to lack of albumin regeneration and/or 
synthesis. Post and Patek’ stated that in nutritional hypoalbuminemia the 
serum globulin level is normal while hepatogenic hypoalbuminemia is 
accompanied by hyperglobulinemia. Sometimes, the seemingly low incidence 
of atherosclerosis in patients with cirrhosis of the liver is used as an argu- 
ment against the concept that disarrangement of the albumin-globulin pattern 
is a prerequisite for precipitation of macromicels. Patients suffering with 
cirrhosis of the liver die at a comparatively young age. Those who survive 
have as frequent and as extensive atherosclerosis as non-cirrhotic patients. 
Secondly, hypoalbuminemia in patients with liver cirrhosis is often of a 
purely nutritional type. It is known that the serum protein pattern in 
patients with liver disease is altered. This is due to inability of the liver to 
synthetize albumin. Gray and Barron’® demonstrated that the electrophoretic 
pattern of serum globulin fractions in patients with liver damage is definitely 
abnormal, even so chemical analysis reveals a normal albumin-globulin ratio. 
The same has been said of the distribution of protein fractions in the serum 
of patients with diabetes mellitus, by Schneider and co-workers.’* While 
nutritional hypoalbuminemia might be favorably influenced by a high pro- 
tein diet, such diet is of limited value where the deficiency in serum albumin 
is of hepatogenic origin. 

Two therapeutic measures to adjust hypoalbuminemia are known. 
‘Improved protein metabolism,” by which a high protein intake was meant, 
was suggested as “postponement of arteriosclerosis in diabetes,” by Rabino- 
witsch."*” Eckhardt and associates’* made an exhaustive study on the 
nutritive value of orally and intravenously administered albumin. They 
found such treatment over several days effective. The blood albumin level 
increased considerably, though only temporarily. Intravenous injections were 
more effective than feeding of albumin. However, the parenteral route will 
most likely have to be reserved for adjusting hypoalbuminemia caused by 
excessive loss of albumin as in shock or hemorrhage. It will be used to 
correct promptly the drop in osmotic pressure caused by the hypo- 
albuminemia. 

A third curative approach to hypoalbuminemia, namely to that of hepatic 
origin, seems possible. During the last years, lipotropic agents have gained 
in popularity as therapeutic means. Their efficacy in removing neutral fat 
from liver cells in man has been proved by biopsies and by chemical studies. 
Their beneficial effect in the patient with atherosclerosis has been ascribed 
to a decrease in blood cholesterol and also to a rise in phospholipids. Such 
explanations are not satisfactory. Actually, the blood cholesterol level is not 
appreciably influenced by the administration of lipotropics. The rise of blood 
phospholipids reflects the mobilization of fat from the liver. Lipotropics do 
not remove cholesterol from tissues. The exact mechanism by which lipo- 
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tropic agents remove neutral fat from the liver is not yet clear. Possibly, 
the fact that cholin influences the intestinal microflora will aid in elucidation 
of the problem. The efficacy of lipotropic substances might be better evaluated 
by studies of the serum protein pattern in the course of treatment. A single 
but rather significant reference to protein fractions before and after oral 
administration of lipotropics to patients with diabetes has been made: 
Pomeranze and Levine’? found in some of their patients treated with lipo- 
tropics a drop in free and esterified cholesterol, in others a drop of free 
cholesterol only, and still in others no change in blood cholesterol. However, 
in all their their patients who benefited clinically from such therapy the 
albumin-globulin ratio increased, due to an increase in albumin and a 
decrease in globulin. 


by SEEMS entirely possible that lipotropic agents by removing (directly or 
indirectly) fat from the liver cells allow these cells to resume their natural 
role in the synthesis of albumin. Restoration of the proper albumin-globulin 
balance through the increase of the hydrophilic serum albumin which acts as 
a protective colloid for the hydrophobic cholesterol or cholesterol-globulin 
complexes might represent a key to successful prophylaxis of atherosclerosis. 
Pertinent animal experiments and studies in man are under way. 

Those who subscribe to the concept that giant molecules of lipoproteins 
represent the main etiologic force in atherosclerosis are aware of the fact 
that these molecular complexes are present not only in patients with 
atherosclerosis and in the aging but also in healthy young and old indi- 
viduals. Quantitative differences in themselves are not decisive whether one 
considers blood cholesterol levels or the amount of S¢ 10-20 molecules. Of 
course, hypoalbuminemia per se will not initiate atherosclerosis. At least 
two concurrent factors seem necessary for precipitation of lipoprotein 
molecules: hypoalbuminemia and hyperbeta-globulinemia. 

Such biochemical changes might well represent the age factor in the his- 
tory of atherosclerosis. One might pursue the thought that progressive liver 
impairment results in hypoalbuminemia with concomitant hyperbetaglo- 
bulinemia and possibly also with compensatory hypercholesterolemia. Such 
state might further the formation of lipoprotein complexes and the lack of 
stabilizing serum albumin might allow precipitation of macromicels. 


SUMMARY 


1. Results of in vitro and in vivo studies of the stabilizing properties of 
lecithin, albumin and desoxycholic acid are reviewed. 

2. The stabilizing effect of albumin resulting in protection of the rabbit’s 
blood vessels against cholesterol is pointed out. 

3. The difference between nutritional and hepatogenic hypoalbuminemia 
is stressed. 


4. Hypoalbuminemia is held to be one of several etiologic factors in 
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atherosclerosis, the presence of beta:-globulinlipids being another of 
the factors. 

5. The use of lipotropic agents is suggested to alleviate hypoalbuminemia, 
oral and intravenous administration of albumin representing other 
therapeutic approaches. 
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The Elderly Hypertensive" 


Stephen M. Krane, M.D., and George A. Perera, M.D. 


P ATIENTS who develop an elevated blood pressure after 59 probably do not 
have essential hypertension. Necropsies of elderly patients with hypertension 
who died of unrelated causes fail to reveal an unusual degree or incidence of 
renal vascular changes, a sharp contrast to the marked renal arteriosclerosis 
present in most younger hypertensive patients. 

The clinical course of hypertension which has its onset after 59 is benign 
and is probably a reflection of independent vascular degeneration occurring 
in the elderly. The cause of death is usually unrelated to the blood pressure. 
Symptoms are mild or absent. 

Krane and Perera of the College of Physicians and Surgeons, Columbia 
University, point out that hypertension developing after 59 is compatible 
with a normal life span. The average age of death of 44 such patients was 
70.8 years. 





*Hypertension in older age groups. Ann. Int. Med. 34:1017-1024, 1951. 








A New Type of Hobby Show 


Dorothy Coons, Wilma Donahue, 


A NUMBER of communities through- 
out the country have held “old- 
sters’ hobby shows” in order to 
stimulate older people to continue crea- 
tive activity and to impress upon the 
community the extent of the older citi- 
zen’s capacity for continued useful 
productivity. In 1945, Cleveland had 
its first Golden Age Hobby Show with 
more than 200 exhibitors and 4,000 
visitors. Chicago in 1947 held its first 
Fun After Sixty Show with 165 ex- 
hibitors and 4,300 visitors. New York 
has for several years held an annual 
Hobby Show for Older People with 
capacity crowds viewing the exhibits. 
The sponsors of these various shows 
report that participation has served to 
give many old people a new lease on 
life. It has provided them opportunity 
“to share with others the labors of their 
hands, to exchange recipes and direc- 
tions, and to make new acquaintances 
and friends (and) broadened the hori- 
zons of many who had begun to feel 
lost and discouraged.”’} 

The shows always include large 
numbers of exhibits of handicrafts, col- 
lections, and unique hobbies of people 
sixty or more years old. Some of the 
programs have also included “live en- 
tertainment” in order to accommodate 
old people whose hobbies cannot be ex- 
hibited. For example, in the New York 
and Chicago shows, performances 
which have been put on by the old peo- 
ple have included vocal and instru- 
mental solos and duets, variety shows, 
bands, folk and square dancing, choral 
singing, comedian acts, and puppet 
shows. A few demonstrations of crafts 
have been carried out, and information 
relative to opportunities for craft train- 
ing has sometimes been available. 


*From the Institute for Human Adjustment, Uni- 
versity of Michigan School of Graduate Studies, Ann 
Arbor, Michigan. 
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and Woodrow Hunter 


In order to demonstrate a functional 
community activities center for old 
people, a modification of the traditional 
hobby show was incorporated into the 
program of the 1950 University of 
Michigan Institute on Aging which is 
an annual conference co-sponsored by 
the Institute for Human Adjustment 
and the [Extension Service. 

AN ACTIVITIES CENTER DEMONSTRATION 

A demonstration activities center for 
older people complete with equipment 
and space for crafts, games, library, 
dancing, discussion groups, newspaper 
room, counseling and guidance serv- 
ices was staged. Craft articles which 
had already been made were not in- 
cluded in the demonstration, except as 
they fitted into the concept of the cen- 
ter, e.g., the store had finished articles 
for sale. Neither was “live entertain- 
ment” included on the basis of a 
planned program. Rather, the center 
was designed to show the older people 
participating in activities which might 
normally be carried on in a_ well- 
planned activities center program. 

The Institute staff was assisted in 
this undertaking by approximately 
seventy-five older people in the Ann 
Arbor community who have come to 
consider themselves as important ad- 
juncts to the gerontological program 
of the Institute for Human Adjust- 
ment.. They provided equipment, served 
as participants in the center, and en- 
tered with amazing initiative into the 
development of plans for the organiza- 
tion and operation of the demonstra- 
tion. For example, one morning during 
the planning period a 75-plus year old 
woman was invited to demonstrate 
clay sculpture, an art which she had 


+Marcaret E. Barkvey: Report on the Cleveland 
Hobby Show and Hobby Centers for the Aged. Dis- 
tributed by Committee on the Aged, Welfare Feder- 
ation of Cleveland, Cleveland, Ohio. 
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5, A 75-year 
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DEMONSTRATIONS OF AR 
CRAFTS 


|, Mrs. J. hooks rugs with patterns of her 
own design. A friend demonstrates the mak- 
ing of a dress. 


2. Mr. W., whose hobby is toymaking, turns 
put a breadboard on his jigsaw. 


B Mrs. P., a retired garden editor, shows how 


jo make plant cuttings. 


4,In the far corner, Mrs. R. weaves with straw 
on a table loom. Another woman demon- 
strates weaving on a more elaborate floor 
loom. 


5. A 75-year-old artist begins a piece of 
sculpture by building up an armature with 
clay. 
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learned after reaching 60. Within the 
day she had developed a plan for an 
entire studio, had invited some fellow 
artists to share the space with her, and 
had collected various pieces of equip- 
ment to make her part of the demon- 
stration interesting and attractive. 

The demonstration of the activities 
center constituted a part of the evening 
program of the three-day Institute. The 
seventy-five old people were at their 
posts and engaged in their respective 
pursuits when the 300 or more guests 
from the Institute audience came in to 
view their activities. These guests 
found several rooms filled with studio 
booths, each with one or more older 
people demonstrating and discussing 
their crafts, while in other rooms the 
participants were playing cards and 
shuffleboard, reading in the library, 
listening to records in the music room, 
serving tea at the canteen, holding 
formal discussions on the problems of 
growing older, selling their own prod- 
ucts in the store, getting out and dis- 
tributing The Chronicle (the center’s 
own news sheet), seeking the advice 
of the nutritionist and of the employ- 
ment, legal and personal counselors, 
signing up for summer camp and for 
other club activities scheduled for the 
future, square dancing to gay music 
and a professional caller, drinking 
punch on the terrace under the stars 
and gay-colored lights while one of the 
older people played the old familiar 
tunes on an accordion. During those 
hours, the demonstration center took 
on the quality of reality both for the 
participants and spectators. 

Studios had been formed by using 
large standing bulletin boards as parti- 
tions, which in turn provided space for 
describing other programs. The toy- 
maker had a power saw, lathe, ham- 
mer, files, paint, glue, etc.; the sculp- 
tress was surrounded by armatures, 
clay, modeling tools, plaster casts, and 
finished models; the garden expert 
arranged a background of flower and 
vegetable pamphlets, soil, garden im- 
plements, wheelbarrows, fertilizers, and 
cuttings to be used for her demonstra- 
tions. The sewing room was equipped 
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with sewing machine, dress form, and 
hook rug frames; the ceramics studio 
had a potter’s kick-wheel, tables for 
slab work and for other types of 
ceramic crafts. A store was stocked 
with items which had been made by 
members of the activities center. These 
were displayed and priced for sale. 
Other units included looms for weav- 
ing, easels and paints for the artists 
who placed their finished pictures on 
display, and kitchenette and tea acces- 
sories. 

On one of the bulletin boards were 
set up pictures and general informa- 
tion dealing with a Summer Camp for 
older people. Although we had _ indi- 
cated repeatedly that the demonstration 
center and all of its programs were 
staged to present an idea which we 
hoped might in the future be developed 
locally and elsewhere for older people, 
we were met by inquiry after inquiry 
about the possibility of registering for 
this purely imaginary Summer Camp. 

A large sign at the door leading out 
of the reading-music room directed 
visitors to the Discussion Lounge, 
where Mr. M. obviously enjoyed his 
role as leader of the group of approxi- 
mately twelve older people in a discus- 
sion of “Community Living.” Drawing 
from experiences in his post-retire- 
ment position as advisor to a group of 
older people living under a collective 
plan, Mr. M. centered the discussion 
on the problems of maintaining suit- 
able living arrangements in the later 
years. 

In the Newspaper Room a staff of 
older people compiled and edited The 
Chronicle, the activities center weekly 
newspaper.* Considerable equipment 
was in view including a mimeograph, 
reams of paper, stencils, and drawing 
equipment. Copies of The Chronicle 
were distributed to all of the conferees, 
providing a survey of the wide scope 
of activities in progress at the center. 
We were particularly interested in pre- 
senting the idea of the desirability of 
continued education at any age, so 








*A sample copy of The Chronicle can be obtained 
by writing to the Institute for Human Adjustment, 
University of Michigan, Ann Arbor, Michigan. 








A NEW TYPE OF HOBBY SHOW 


DEMONSTRATION OF SOCIAL 
ACTIVITIES 


1. "All join hands and circle left"— Community Living 
the leader calls the turns of the . 
square-dance group. 


2. Mr. M. leads one of the discussion 
groups in a conference on community 


living. 


3. Bridge is played in one corner of 
the game room. There is a game of 
shuffleboard in the background. 
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schedules of adult education courses 
were posted and specific courses were 
described in The Chronicle. 

It was obviously impossible to rep- 
resent all of the types of counseling 
needed by old people, so for con- 
venience, sample types of counseling 
were selected and the area available 
was partitioned into four separate sec- 
tions, in which counselors were sta- 
tioned to give advice regarding em- 
ployment, health, housing and legal 
matters. Except in the area of health 
counseling, where a registered nurse 
was engaged to offer advice, older peo- 
ple themselves were used to provide 
the counseling services. 

IN CONCLUSION 

The demonstration of the center in 
action presented many activities suit- 
able for inclusion in a program de- 
signed to provide old age with oppor- 
tunity for satisfying participation. It 
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showed a facility where older people 
can come together and practice the 
skills and handicrafts which otherwise 
have to be carried out in the solitude 
of their own homes. It demonstrated 
that the old can serve as teachers of 
younger people and of other less skilled 
older people. It revealed an effective 
use of retired professional people who 
are willing and able to offer help in the 
solution of the special problems which 
confront those in later maturity. There 
was ample evidence of the expression 
of normal living experiences and the 
personal interaction of concerned, in- 
terested, and experienced peers. Per- 
haps the greatest single factor which 
emerged was that the older people who 
manned the center demonstrated to 
themselves as well as to others their 
ability to carry out this activity on a 
high level of creativeness and their ca- 
pacity for being useful members of the 
community. 
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Renal Hemodynamic Changes Induced by a Pyrogen* 


Roger K. McDonald, M.D., David H. Solomon, M.D., and Nathan W. Shock, M.D. 


agers of blood flow in the aging kidney is partly due to spasticity of 
vessels. Intravenous injection of a pyrogen increases rate of flow by the 
same percentage in all age groups, showing that renal arterioles are able to 
dilate. 

Response to killed typhoid organisms was measured in three groups, 
aged 20 to 49, 50 to 69, and 70 to 85. Renal clearances of two types were 
determined in 54 subjects, all apparently free’of kidney disease, hypertension, 
and congestive heart failure. Basal glomerular filtration became steadily less 
with advancing age, and the pyrogen caused no special change in any group. 
Effective renal plasma flow also fell with age but when stimulated rose to the 
same relative extent in all subjects. 

Although the baseline filtration fraction for the oldest division exceeded 
that of the youngest, the minimum level reached was essentially the same in 
all three groups. 





*Aging as a factor in the renal hemodynamic changes induced by a standardized pyrogen. J. Clin. Investi- 
gation 30: 457-462, 1951. 











Metrazol in Arteriosclerosis 
Associated With Senility’ 


Eugene Joseph Chesrow, M.v.,t Anthony J. Giacobe, M.D.,1 
and Paul H. Wosika, M.v.t 


NE of the serious problems confronting the staff of any large hospital 
for chronic diseases is the proper care of the many aged patients with 
advanced arteriosclerosis who often are not only bedridden but 

mentally confused. Any form of treatment, therefore, which will lighten 
this task will be of distinct value. Dietary methods, glucose, proteins, various 
vitamins as well as stimulant drugs such as caffeine, ephedrine have been 
tried, but with little success. To be of practical value a therapeutic regime 
must be practical, simple, and safe. 

A suggestion was made by Dr. V. G. Urse, medical superintendent of the 
Cook County Psychopathic Hospital, to test the effectiveness of Metrazol 
therapy in these senile cases. Here the method is both simple and safe as the 
drug can be given orally and according to Goodman and Gilman’ is very 
nearly nontoxic in therapeutic doses. It is quickly eliminated by the body, 
not cumulative in action, and virtually without side-effects. 

Metrazol, chemically pentamethylentetrazol, has been used as an ergogenic 
aid in sports (Ove Bgje’). E. Allwein® has reported the life-saving action of 
Metrazol in mountain climbing, and others, such as F. A. Hellebrandt and 
P. V. Karpovich*, recommend it to overcome fatigue and aid in recupera- 
tion. The preparation has also been used recently to activate latent brain dis- 
turbances which are not discoverable in the routine EEG taken in the waking 
state. The changes in the EEG produced by the drug are due probably to a 
combination of increased synaptic transmission and to general analeptic 
effects. These effects are exerted on the whole cerebro-spinal axis, but par- 
ticularly on the higher centers when these are depressed. One might expect, 
therefore, that Metrazol, by stimulating the respiratory center in the aged, 
would improve pulmonary ventilation and indirectly the circulation, and so help 
to overcome the anoxia frequently present in the aged, the depressed, and the 
fatigued. At the same time, the analeptic action of the drug and its ability to 
increase nerve impulse transmission should act as a general tonic, so that the 
patient might well have an increased sense of well-being, be less depressed, 
and perhaps also less confused. 

Thirty-two cases of advanced arteriosclerosis with definite evidence of 
mental confusion were selected. Many of these were so near a psychosis that 
they had been considered by our psychiatric and neurological consultants for 








*From the wards in general medicine of the Cook sultant in medicine, respectively, Cook County In- 


County Institutions, Oak Forest, Illinois. stitutions, Oak Forest, Illinois. Miss Jean Sobiski 
+Medical superintendent, staff member, and con- gave expert technical assistance. 
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transfer to Cook County Psychopathic Hospital for eventual commitment to 
a state institution. The age of these patients varied from 65 to 90 years, with 
an average of 74 years. 

METHOD OF STUDY 


* ORDER to conduct a fair trial, each patient was studied for a minimum of 
90 days. Each was given a complete physical examination ; a complete blood 
count ; urinalysis; blood chemistry, including sugar, creatinine, icteric index, 
kidney function test ; and a Kahn test. In addition, an electrocardiogram and a 
basal metabolism rate were taken. With the exception of the Kahn test, these 
examinations were repeated at various intervals during the period of treatment. 
No other drugs were given during the Metrazol therapy with the exception 
of routine insulin administered to four patients who were suffering from 
diabetes. In one case sedatives were needed for injuries received as a result of 
a fall out of bed. 

Nearly all the patients were given Metrazol in tablet form with the excep- 
tion of two or three who could not swailow tablets. These received the drug 
in a small amount of water. The average dose was | or 2 tablets four times 
a day; but severely depressed patients, as well as those who did not react to 
the smaller dosage, were given as much as 3 or 4 tablets three to four times 
a day. After the primary stimulatory effect had been achieved, usually after 
about four weeks, this dosage was reduced to an average of | to 2 tablets four 
times a day. Toxic effects were not seen with such therapy, which was well 
tolerated by nearly all the patients. Only a very few reacted to the larger doses 
with nausea and vomiting. However, these symptoms were transitory and 


could be overcome by reducing the dosage, which was 1% grains per tablet. 


RESULTS 


ee results were noted in four cases, marked improvement in eight 
cases, fair improvement in ten, some improvement in four, and no improve- 
ment in six. The following case histories are those of three patients in whom 
marked improvement was noted : 

Case 1. A. V., a white female about 75, was admitted to this Institu- 
tion June 25, 1948, with complaints of general weakness and a history of 
progressive weakness and difficulty in using her legs. The diagnosis on 
admission was generalized arteriosclerosis and old cerebral vascular accident 
with a residual left hemiplegia. Physical examination revealed a post-systolic 
murmur at the apex, which was transmitted to the left axilla. Blood pressure 
was 180/80 and Kahn test negative. On June 28, 1948, a chest x-ray showed 
some increase in the transverse diameter of the heart with moderate accentua- 
tion of the left ventricular border. On March 28, 1949, the patient had a 
weak spell requiring bed rest for six days. Since then the patient has had 
several episodes of weakness and on several occasions fell to the floor but did 
not injure herself. 

The patient was placed on Metrazol, 3 tablets four times a day, on 
March 30, 1950. On April 1, 1950, she complained of nausea and emesis of 
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undigested food. This continued on the next day so the dosage was decreased 
to 2 tablets four times a day and these the patient tolerated very well. 

After treatment for one week the patient appeared brighter and was 
able to walk more easily. She continued to improve and on May 27, 1950, 
the dosage was reduced to 1 tablet four times a day. The patient continued 
to improve so that at the end of the treatment she was seen to be visiting 
with other patients, felt better, and became more ambulant. Five months 
later she was still ambulant although her activities had lessened somewhat, 
but she maintained her cheerful outlook. 

This patient throughout treatment showed a consistently high blood 
pressure. It fluctuated betweeen 210/110 and 170/110, but leveled off some- 
what towards the end of the treatment, at which time a lowering of the blood 
sugar, as well as a slight lowering of the N.P.N. also occurred. There was 
no effect on the temperature while the pulse varied from 72 to 88 and the 
respirations from 20 to 24. There were no changes in the electrocardiographic 
findings. 

Case 2. L. M., a white female of 86, was admitted to this Institution 
June 17, 1949, with a diagnosis of general arteriosclerosis, old fracture of 
left hip, and senility. She walked very poorly with the aid of a cane and soon 
became untidy in habit. Five days after admittance, the patient was hos- 
pitalized and has been bedridden ever since. 

On May 27, 1950, she was placed on Metrazol, 3 tablets four times a 
day. She was at first very uncooperative in taking her medicine, would 
cough up the tablets, hide them in her bed clothes or throw them behind the 
radiator. When asked about them she would say that she was taking her 
medicine regularly. It was finally given dissolved in a little water. 

Under treatment, a gradual improvement was noted. The patient 
appeared brighter and more alert, conversed more freely, and expressed a 
sense of well-being. She also became more cooperative in taking her medicine. 
The 12 tablets given daily were well tolerated without any side-effects. 

One month later, the dosage was decreased to 2 tablets four times a 
day and the following month to 1 tablet four times a day. The improvement 
continued—the patient looked much better, seemed happy, joking many 
times with other patients, conversed more freely, and stated she felt fine. 
She was no longer untidy. 

On June 17, 1950, after 52 days of treatment the patient became untidy 
again for the first time since the beginning of her treatment. She developed 
anorexia, and began to fail gradually. Metrazol treatment was discontinued 
June 27, 1950. There was a steady downhill course and death occurred on 
July 29, 1950. The cause of death was arteriosclerotic heart disease. 

During the treatment there was little change in the blood pressure, 
which fluctuated between 100/50 and 122/70, the temperature remained 
normal, the pulse varied from 72 to 92, and the respirations from 20 to 34. 

On March 9, 1950, the basal metabolism rate was —12.5, on April 25, 
1950, it was —14, and on May 31, 1950, it was —25.5, but the patient did 
not cooperate very well in the last test, so the result cannot be regarded as 
trustworthy. There were no other significant changes in the remaining 
laboratory work with the exception of a slight increase in the kidney func- 
tion test. 
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Electrocardiographic tracings revealed no important changes. 

Case 3. C. B., a white female of about 67, was admitted June 21, 1948, 
bedridden. Diagnosis on admission was old cerebral vascular accident with 
a residual right hemiplegia and arteriosclerotic heart disease. 

The patient was placed on Metrazol, 2 tablets four times a day, on 
March 27, 1950. It was very hard to understand her at this time as she could 
not pronounce her words and would trail off at the end of each word. On 
April 11, 1950, a decided improvement in her speech was noted. It seemed 
much easier for her to speak. This improvement proceeded gradually. On 
April 17, 1950, the patient had an episode of nausea, but continued to 
improve and on April 29, 1950, Metrazol was decreased to 1 tablet four 
times a day. 

On May 13, 1950, the patient complained of pain around the heart and 
appeared to be acutely ill. Therapy was discontinued for three days. Six 
days later on routine examination there were congestive rales throughout 
the chest, some of which were coarse and wheezy in type. The temperature 
was normal, however. A diagnosis of pleurisy and a tentative diagnosis of 
bronchial asthma were made and treatment instituted. The patient was too 
ill to be moved to the x-ray department. 

Metrazol therapy was again discontinued. On June 5, 1950, an x-ray 
of the chest revealed a cardio-thoracic ratio within the upper limits of nor- 
mal. There was a widening and tortuosity of the aorta and some calcification 
within the knob. Both lungs appeared normal, except for thickening of the 
minor interlobular septum on the right side. This had the appearance of a 
minimal encapsulated effusion. Pleural thickening or effusion was not appar- 
ent in any other part of the chest. 

On June 24, 1950, the patient was able to get out of bed and take a few 
steps to a wheel chair. Both during and since treatment, the patient felt 
better and appeared brighter, and her speech became increasingly distinct 
During ward walks on November 11, 1950, she took sufficient interest to 
inform us that another patient in the next bed was ill. 

except on one occasion, the blood pressure remained more or less con- 
stant, fluctuating from 110/60 to 130/70; the pulse varied from 70 to 96, 
and the respirations from 18 to 26. The icteric index was 14.4 at the begin- 
ning of the treatment and after two weeks was 7.6. It remained at that level 
for some time. At the end of the treatment it rose to 16.5. 

Electrocardiographic tracings showed no altered wave pattern, nor 
were significant changes observed in the values obtained by the various 
laboratory tests. 


Dewi results of the various laboratory tests carried out on the rest of the 
patients in the series before and during treatment also showed few significant 
changes. 

The icteric index was increased in 11 cases from 1.5 to 10.5 and one case 


showed an increase to 44 Bodansky units. Eleven cases revealed a decrease 
of from 0.5 to 34.5, while no changes were noted in ten cases. Considering 
the general status of these patients it is open to question if the Metrazol had 
anything to do with these changed values. 
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Of particular interest, however, were the changes observed in six patients 
of this series: In two cases premature auricular systoles disappeared toward 
the end of the treatment; in two others a sinus bradycardia present before 
instituting therapy failed to show up on the electrocardiograms taken toward 
the end and immediately after cessation of treatment. One patient showed 
premature systoles and a faster pulse rate, findings not noted before therapy 
was started, and another developed an increase in the cardiac rate but with- 
out changes in the cardiogram. 

It is interesting that Metrazol had no significant, and certainly no 
unfavorable, effect on the blood pressure. In fact, some of our cases with 
hypertension showed definite lowering of both the systolic and diastolic 
readings. Because of these findings it is our opinion that in the type of case 
comprising our series Metrazol presents a safe therapeutic agent. The drug 
had no effect on temperature curve, pulse rate, or respiration. It is also 
interesting that during these studies few changes were noted in the blood 
counts, urinalyses, blood chemistry, or other laboratory tests. The only 
notable changes were an increase of 14 to 40 mg. of sugar per 100 cc. of 
whole blood in three cases and a decrease of 6 to 120 mg. of sugar per 100 
cc. of whole blood in 16 cases. Thirteen cases revealed no change. Five of 
the 16 patients in whom a decrease in blood sugar reaction was noted were 
on a diabetic regime. Eight cases revealed an increase in creatinine of 0.1 
to 2.1 mg. per 100 cc. of whole blood, and 10 cases a decrease of 0.3 to 0.7 
mg. of creatinine per 100 cc. of whole blood; 14 cases showed no change. 


SUMMARY 


A series of 32 bedridden aged patients with cerebral arteriosclerosis 
and mental confusion were treated orally with Metrazol for a minimum 
of 90 days. The average dose was 1 or 2 tablets four times a day, but 
larger doses up to 3 and 4 tablets four times a day were used when 
these seemed indicated. 

Twenty-six of the 32 patients showed at least some improvement, 
and 12 marked improvement. Fatigue and mental confusion were reduced 
so that due to the elevation of mood and the general improvement in 
mental and physical activity these patients were again able to enjoy life 
at least to a limited extent while nursing care was made much simpler. 

Side-effects except nausea and vomiting in a few patients who 
received large doses were almost absent. 

Judging from this rather small series of cases, Metrazol is an effec- 
tive and safe analeptic and of definite value in geriatric practice. Its use 
for this type of case warrants further study. 
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Low Cholesterol Diets 


OMETIMES physicians are too con- 
S scientious. When — sulfonamides 
were first used and sulphates were 
contraindicated, some of us stopped 
prescribing codeine sulphate. Then we 
were too severe with low salt regi- 
mens; some went so far as to have 
the city water supply examined for 
sodium. The low sodium syndrome be- 
came as serious as the high one. 

We often go to extremes therapeu- 
tically. We become so meticulous that 
we may kill the patient by our exclu- 
sion of bad influences. Now we are 
going all out on a low cholesterol diet 
to prevent arteriosclerosis. It is safe to 
say that by the time most of us go on 
a low cholesterol diet most of the dam- 
age has been done. 

Just what damage cholesterol does 
to the arteries remains to be seen. At 
the present time it is one of our best 
leads as to the cause of arteriosclerosis. 
3ut there are many other factors in- 
volved, especially the free circulation 
of cholesterol in the blood. Recent ex- 
periments do show that a strict low- 
cholesterol diet reduces the serum level 
of cholesterol, but such a diet is ex- 


tremely dangerous since cholesterol en- 
ters into the composition of every cell 
in the body. One physician who tried 
a low cholesterol diet will never re- 
peat it. He became weak, had a pro- 
longed grippe infection and was out of 
work for three months. 

One must not become too enthusias- 
tic about hypercholesteremia as a cause 
of arteriosclerosis. In the first place, 
the term arteriosclerosis is a loose one 
—more often than not a mistaken one. 
“Arteriosclerosis” has become a gar- 
bage can term for every condition we 
are unable to diagnose. One elderly 
woman who had fibrositis of the neck, 
later .relieved by massage, had been 
told that the trouble was due to cere- 
bral arteriosclerosis. 

Now by concentrating our efforts 
on hypercholesteremia we will have 
our offices filled with patients who in- 
sist on having their diets tampered 
with. The lay press and books for the 
layman keep the public busy with 
every new change. 

Geriatrics demands moderation. In 
treating the elderly the physician who 



















does the least tinkering with the aged 
often gets the best results. An over 
enthusiastic therapist often increases 
his autopsy material. 

Geriatrics is a profitable specialty. 
Already manufacturers are working 
overtime on lipotropic substances to 
overcome arterial changes. One might, 
at this moment, settle on the following 
basis: If there is arterial degenerative 
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(lisease in the family, if the patient is 
overweight, and if serum cholesterol is 
above 250 mg. per 100 cc., then keep 
the diet down to two eggs a week, use 
oleomargarine instead of butter, and 
avoid fat meats, cream, and milk in 
excess. After all, one must have some 
cholesterol to keep going. 

Matrorp D, THew tis, M.D. 

Wakefield, Rhode Island 





Education for Maturity 


See the years men in governmental 
authority have labored to keep so- 
cial and economic security abreast of 
scientific achievement. Many would-be 
experts and planners have stubbed 
their toes on their own blueprints. We 
would not say that their attempts have 
not been founded on_ considerable 
knowledge of social and economic 
forces. We would not say that they 
were not sincere in their efforts. But 
we would say that economic laws and 
social forces are almost as fickle as the 
winds that turn our windmills. Social 
and economic problems are as difficult 
to predict and as hard to handle as 
quicksilver on a dutsy shelf. 

And these problems have a nasty way 
of looming larger as we grow older. 
So we find from the standpoint of loss 
of social and economic security more 
and more people LIVE TOO LONG. 
Medical progress has so far outdis- 
tanced social and economic advance- 
ment that more and more of our aged 
are drawn into a quagmire of psycho- 
logical stress. Youth has been served 
with increasing attention over the 
years while the plight of the oldsters 
has largely gone unnoticed. 

It is refreshing, then, to note an an- 
nouncement of a course called “Mak- 
ing the Most of Maturity” by the Uni- 
versity of Chicago. It is open only to 
those over the age of fifty-five, and it 
includes, among other things, expert 
counseling on family adjustments, at- 
titudes about employment and retire- 
ment, philosophy of life for advancing 


years, and some spiritual advice to en- 
hance comfort and peace at a time 
when it is most needed and more ur- 
gently desired. 

The introduction of similar courses 
in many more universities would, in 
our opinion, accomplish at least two 
worthwhile objectives. In the first 
place such a course if well planned and 
adequately taught should aid materially 
those taking the course to meet the 
vicissitudes and stresses of old age 
with more courage and greater calm 
and assurance. 

In the second place—and we think 
this is very important—these courses 
should focus more attention on the 
aging process and its effect on socio- 
economic trends. It is not enough to 
stress Geriatrics before the medical 
profession. We must stimulate the con- 
cern of leaders in education, in religion, 
in economics and in Government in the 
solving of the many problems growing 
out of the increasing number of old- 
sters. Likewise we need to do more 
than we have been doing to awaken 
the interest of the general public in 
these problems. More of these courses 
would, we believe, call to the attention 
of society the pressing need of provid- 
ing for those who LIVE TOO LONG 
a new set of conditions which will 
bring our oldsters not only more years 
of life but years of calm and assurance 
in an active and well adjusted life. 

REUBEN F. Erickson, M.D. 
Minneapolis, Minnesota 














Sociomedical Progress 


Devoted to constructive correlation of 
interrelationships between sociological 
and medical problems in the aged... . 








Quasi-Institutional Care of the Aged 


A Study of an Old Age Assistance 


Nursing Home Caseload—Part II 


N ORDER to obtain the most complete 
I information possible about actual 
conditions of the nursing home patients, 
visits were made to the homes and 
clients, and the administrators and 
nurses were interviewed. As a chief 
part of this project a census of certain 
relevant factors was taken. These first- 


hand observations and consultations 
brought out some very informative 
data. 

This survey was intended to de- 


7 


termine the actual physical condition 
of the clients, their dietary require- 
ments, psychological attitudes, recrea- 
tional interests and social participation. 
Several of these factors, of course, are 
interrelated and mutually influential. 


PHYSICAL CONDITION 
The condition of the principal senses 
ordinarily provides clues to the degree 
of deterioration, particularly the facul- 
ties of sight and hearing. Only a little 
over a third of the entire group pos- 
sessed vision classifiable as good. 


*Supervisor, Bureau of Old Age Assistance, Som- 
erville, Massachusetts, and Lecturer in Sociology, 
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John J. Griffin* 


The test of course, was practical, that 
is, as evidenced in daily life, rather 
than scientific. Only 48 of the 129 pa- 
tients or 37 per cent had apparently 
good vision. Another 42 or 32 per cent 
had sight considered fair, while 18 or 
14 per cent had poor vision. While the 
examining physician classified 11 per- 
sons as blind, it was found that only 
five or 4 per cent were totally sightless. 
Another 16 or 12 per cent were nearly 
blind. More than two-thirds of all the 
patients, 89 or over 68 per cent, used 
glasses or other helps to see. Some 51 
persons or 39.5 per cent had single 
vision lenses ; 29 individuals or 22 per 
cent had bifocal spectacles ; two or 1.5 
per cent had cataract lenses; and one 
patient used a magnifying glass. Only 
40 persons or less than a third, 31 per 
cent, did not use any type of visual aid. 

Not quite twice as many patients 
had good hearing as had good sight. 
The survey showed that 81 individuals 
or 62.7 per cent had sound hearing, 
while 38 or 29.3 per cent were con- 





Tufts College, Boston, Massachusetts. 














sidered hard-of-hearing and 10 or 8 
per cent were completely deaf. The 
number of hearing aids was negligible. 
nly three persons used such equip 
ment. Of these, two or 2.3 per cent had 
battery-powered instruments and one 
woman used a trumpet. 

The mobility and dexterity of these 
clients were also studied. While doc- 
tors had classified only 65 as ambu- 
latory, it was found that 90 or ap- 
proximately 70 per cent were able to 
move about inside the nursing homes. 
The discrepancy may be attributable 
to two factors: first, a distinction in 
definition inasmuch as many who were 
merely able to go about by holdizg on 
to walls and furniture could reason- 
ably be classified by doctors as semi- 
invalids, as they certainly are; second, 
the difference may be due to an im- 
provement in the patient’s condition 
following institutionalization or the 
latest medical report. Significantly 
enough, it was discovered that only 34 
or 26.3 per cent, slightly more than a 
quarter of the group, actually went 
walking outside the homes. Five other 
persons could go out but never did, 
probably because of a feeling of in- 
security based on other physical dis- 
abilities. It was found that 22 persons 
or 17 per cent used canes, and two 
more or 1.5 per cent needed crutches. 
Only about a third of those who used 
walking aids, that is seven or 5.4 per 
cent, were actually lame. 

Oddly enough, able feet were more 
frequent than competent hands. In fact, 
scarcely half the group, 68 or 52.7 per 
cent, were found to have steady hands. 
Of the rest, 51 or 39.6 per cent, had 
shaky hands and there were 10 or 7.7 
per cent whose hands were stiff. De- 
spite their handicaps, however, 115 or 
89.1 per cent fed themselves and only 
14 or 10.9 per cent had to be fed. In 
all the homes studied, tray service was 
the custom and meals were eaten in the 
patients’ rooms. 


DIETARY REQUIREMENTS 


The idea that most aged nursing 
home clients require costly and par- 
ticularized menus was not substantiated 











SOCIOMEDICAL PROGRESS 327 


in this study. Indeed, 115 patients or 
89.1 per cent were on the ordinary 
house diet, and only 14 or 10.9 per 
cent were having special diets prepared 
for them. Coincidentally, the number 
who fed themselves and who were on 
the house diet was the same. With re- 
gard to the cost of the special diets it 
should be emphasized that none re- 
quired any extraordinary expenditure. 
They were simply liquid, semi-soft, 
salt-free, sugar-free or fat-free diets, 
and in some instances would be actually 
cheaper than the usual food. 

While keeness of appetite was also 
investigated, the evidence is not en- 
tirely reliable because the evaluation 
of owner-managers in some instances 
had to be accepted in lieu of personal 
observation. Results of the survey in- 
dicated that 88 patients or 68 per cent 
had appetites considered good, 16 or 
14 per cent were fair, and 23 or 18 per 
cent had poor appetites. Thus, almost 
a third of the group had appetites ad- 
mittedly less than good. 

Relevantly, a check was made of 
teeth and dentures. Of the entire 
group, 28 individuals or 21.7 per cent 
had teeth of their own. Some of these 
also had one plate. This was true of 
11 persons or 10 per cent. The largest 
segment, 84 or 65.1 per cent, had both 
upper and lower dentures. Only nine 
or 6.9 per cent had neither natural nor 
artificial teeth. 

MENTAL ATTITUDES 

One of the most satisfactory phases 
of the study was that concerning men- 
tal conditions. Three simple categories 
were established: alert, apathetic and 
disoriented. Just a little over half, 71 
persons or 55 per cent, were found to 
be alert. Most of the rest were defi- 
nitely confused. Some 24 or 18.6 per 
cent were considered apathetic, while 
34 or 26.4 per cent were classified as 
disoriented. This latter figure exceeds 
the number classified by the attending 
doctors as mentally diseased, but again 
the passage of time after diagnosis is 
a contributing factor. Dementia among 
these cases was mild, since the law pro- 
hibits nursing homes from accepting 
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the committable insane. As a matter of 
experience, nursing homes are quick to 
request removal of senile persons who 
become noisy or refuse to conform to 
conventional standards. Most cases of 
advanced senility develop during in- 
stitutionalization, since homes are 
loath to accept such cases because they 
are likely to demand time-consuming 
care. Since experienced personnel are 
at a premium, home operators exer- 
cise caution in precluding the entry of 
patients who require extensive care. 

Associated with the subject of men- 
tal health, the question of psychological 
adjustment was introduced. It was 
found that 106 or 82.1 per cent of the 
patients had adjusted satisfactorily to 
the nursing home environment. The re- 
maining 23 or 17.9 per cent were more 
or less dissatisfied. Of the latter group, 
13 or 10.3 per cent, complained fre- 
quently, five or about 3.9 per cent were 
regarded as chronic complainers, and 
an equal number registered criticism 
occasionally. Most of the rational com- 
plaints were concerned with disparity 
of personal preferences with room- 
mates in respect to such matters as 
whether the windows should be shut 
or open, the radio on or off, gossip, 
whispering, alleged slanders and sim- 
ilarly combustible elements. Table 5 
shows health findings. 


RECREATION AND SOCIAL PARTICIPATION 


None of the homes had either a 
recreational or an occupational therapy 
program. In view of the prevailing ex- 
tent of both physical and mental dis- 
abilities, the scope of possibilities is 
limited. For example, those with poor 
sight cannot easily follow movies or 
television and do not enjoy reading. 
Those who are deaf are shut off from 
both radio and conversation. Again, 
hands gnarled by arthritis or convulsed 
with palsy cannot do craft work. 
Hence, to be effective, any mass pro- 
gram in a congregate living environ- 
ment must be based on thoughtful 


study of individual situations as well 
as personal proclivities, and nursing 
homie owners usually are not interest- 
ed in attempting such a program. 
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The total absence of any leisure-time 
planning is one of the most appalling 
features of commercial nursing homes. 

Vegetation seems to be the normal 
way of existing in them. Rarely do 
these places have any common rooms 
set aside for meeting or entertainment. 
All available space is utilized for bed- 
rooms or cubicles. 

In an effort to learn how patients 
occupied their time, specific questions 
were asked about a list of the more 
commonplace hobbies. The findings 
were anything but gratifying. While a 
few individuals participated in several 
activities, most of them spent long 
pericds doing nothing. Physically im- 
paired, devoid of responsibility, barred 
from creative activity, and separated 
from sustained social intercourse, these 
people are easily transported to the 
world of unreality. There is assuredly 
a wide area here for psychosomatic as 
well as psychological and psychiatric 
research. 

Conversation and reading were the 
major recreations among this group. In 
about 60 or 46.5 per cent of cases, con- 
versation was considered a sufficiently 
significant influence to be noted. lor 
46 or 35.7 per cent reading, mostly of 
newspapers, assumed some importance. 
Some 34 or 26.3 per cent found a 
measure of enjoyment in listening to 
the radio. Only one home had a tele- 
vision set and three persons or 2.3 per 
cent took advantage of this pleasure. 
Porch-sitting, while more or less gen- 
erally enjoyed at some time by a ma- 
jority of the ambulant patients, was 
regarded as worthy of mention by only 
19 or 15.5 per cent of the whole. Only 
14 or, 10.8 per cent enjoyed smoking 
which was restricted or entirely dis- 
couraged in some homes because of the 
danger of fire. Writing was a hobby 
for 13 individuals or 10 per cent. Ex- 
cept for one patient who had been an 
author and playwright, the writing was 
chiefly letters. Game-playing was in- 
consequential, being of interest only to 
five persons or 3.1 per cent. In most 
of the homes, no effort was made to 
ascertain or explore avenues of inter- 
est. In 28 cases or 21.7 per cent, “noth- 
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ing’? was given as the perpetual pre- 
occupation. 

Despite this dismal array of daily 
routines, it was found that patients 
were not entirely deserted. Of the 129 
in the group, 58 or 44.9 per cent had 
children who continued to show inter- 
est in them. Some 82 or 63.5 per cent 
had other relatives or friends who were 
solicitous. Thus, some had friends in 
addition to children concerned about 
their well-being. Only 10 persons or 
7.7 per cent were socially destitute. In- 
terest on the part of children and 
friends was exhibited in various ways. 
‘or 108 persons or 83.7 per cent it was 
in the nature of visits. In 103 cases or 
79.8 per cent, occasional gifts were 
either brought or sent. In only 55 cases 
the interest was expressed in corre- 
spondence and the recipients enjoyed 
their mail. About a fifth of the group, 
26 or 20.1 per cent, had the periodical 
pleasure of being taken out. 

Withdrawal from social activity of 
all kinds is characteristic of the group. 
More than a third of those studied, 48 
or 37 per cent, were without any group 
affiliations whatsoever. Only five or ap- 
proximately 4 per cent retained affilia- 
tions in fraternal clubs. However, 76 
persons or 59 per cent were church 
members. Of these 72 or 55.7 per cent 
of the group were visited by clergymen 
who administered the sacraments, gave 
readings and otherwise offered con- 
solation. In 25 cases or about 19.3 per 
cent of the group, clients were visited 
by members of their church or club. 


DISCUSSION 

The fact that these data were ac- 
cumulated within local limits calls for 
prudence in interpretation. The case- 
load analyzed is typical for the city of 
Somerville, however, and factual find- 
ings are presented in the hope that 
stimulation may be provided for com- 
parative studies in other communities. 

The average age of the nursing home 
clients and their high average age at 
the time of entry is certainly a hearten- 
ing feature which strengthens confi- 
dence in the self-reliance of our aged. 
In general, the elderly cherish inde- 


pendence and their capitulation to 
commercial nursing home institution- 
alization is usually a last resort. The 
lateness of their application for public 
assistance is also reassuring. Some- 
times the impression is conveyed that 
almost all our citizens over age 65 are 
public charges, whereas the fact is that 
nationally about one-fourth seek such 
assistance. In view of the low income 
characteristic of industrial and agri- 
cultural laborers during past decades,' 
when many of them were rearing and 
educating families and hence enjoyed 
little opportunity to save, the results 
are not as discouraging as some would 
suggest. An industrial system which 
discards workers in large numbers at 
age 45 cannot reasonably rebel at tax- 
ation for the support of these workers 
who, having survived somehow on 
irregular earnings for three decades, 
apply for public assistance at 75 when 
their physical as well as economic re- 
sources are exhausted.” There is in ad- 
dition, of course, the toll exacted by 
loss of family heads.* 

It is significant that the majority of 
nursing home patients, at least pres- 
ently in Massachusetts, are old age as- 
sistance recipients. In fact, in all except 
one of the 15 homes visited at least 
two-thirds of the patients were re- 
cipients. The meaning of this is en- 
hanced when we remember that old 
age assistance recipients constitute but 
a minor segment of the general popula- 
tion of the aged. 

The conclusion that the preponder- 
ance of nursing home cases are women 
appears valid. While the ratio of 
women to men in this study was almost 
three to one, it is qualified inasmuch 
as the general assistance caseload had 
about two women to every man. Never- 
theless, the number of women was dis- 
proportionately high, especially since 
the age of the men was somewhat 
higher. Moreover, since figures show a 
considerably shorter period of nursing 
home care for men than women, our 
experience demonstrates that men tend 
to remain active somewhat longer than 
women, The conclusion is further sup- 
ported by evidence that a much higher 
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percentage of men, even at a greater 
average age, remain ambulant. 

Nothing in the statistics of marital 
status supports the widespread as- 
sumption that most institutionalized 
women are persons who never married. 
Neither marital status nor the produc- 
tion of children suffice to preclude the 
possibility of eventual institutionaliza- 
tion. On the other hand, both the moral 
and financial contribution of children 
is demonstrated by the excellent show- 
ing of children who visit their parents 
and by the high proportion. of supple- 
mentation supplied by them. In several 
instances, however, such supplementa- 
tion was the result of pressure by un- 
scrupulous home proprietors. Some- 
times such supplementation is of 
critical consequence and the willing- 
ness of children is a genuine help. 

While the tabulation of economic 
resources shows a generally inadequate 
background, the relatively wide life in- 
surance coverage indicates that fore- 
sight and habits of thrift were far from 
absent. Institutional heads are unan- 
imous in testifying that anxiety about 
a decent burial is a predominant inter- 
est of the aged. Those with life insur- 
ance relax in the confident expectation 
that the shame of a “pauper’s grave” 
will not be their final lot, while those 
with bank resources cling tenaciously 
to their small amounts of money in 
order to pay for respectable burial. It is 
certainly true that a church funeral 
looms much more important in the eyes 
of the elderly than does a church wed- 
ding in the minds of many youths. 

A review of the rates and of the total 
grants paid by the assistance agency 
and a comparison of these with the 
actual rates shows that both the stand- 
ard schedule and the budgetary allow- 
ances are generous and generally ade- 
quate. No state, with the possible ex- 
ception of California, pays such high 
rates. 

That the cost of commercial nursing 
home care is exorbitant is well illus- 
trated in the light of the accommoda- 
tions and services provided. As pointed 
out, scarcely any assistance patient had 
a private room and few had even semi- 


private accommodations. While all 
homes had tray service, there was little 
specialization of menus. None of the 
institutions had 24 hour supervision by 
registered nurses except the 260 bed 
first class hospital for ‘“incurables.” 
Only one commercial home had licensed 
attendants as assistant nurses. Several 
had a resident nurse who is presum- 
ably on round-the-clock duty in order 
to meet technically the regulation call- 
ing for three shift coverage. All had 
some’ coverage for all hours and did 
have signal bells for patients to sum- 
mon help. In conformity with legal 
regulations, all nursing homes had phy- 
sicians’ order books and records of the 
administration of opiates. Only one 
home and the hospital had physiothera- 
pists. 

None of the commercial establish- 
ments had either planned recreation or 
occupational therapy. Only three of the 
15 homes visited had common lounges 
or smoking rooms. While all had some 
sort of porch, there were only two 
looking out on a scenic view. Four had 
grounds for strolling and only two had 
a garden. 

While some progress has been made 
within recent years toward establish- 
ment of sanitary and safety standards, 
much remains undone.’ Most of these 
quasi-institutions have developed dur- 
ing the past 15 years, since the passage 
of the Social Security Act, and their 
spread all over the country far out- 
distanced legislation, licensure and 
supervision. None of the homes in this 
study, again excepting the hospital, 
was of first or even second class con- 
struction. All were of wooden frame 
construction, but only one had a 
sprinkler system. On the insistence of 
the state department of public safety, 
fire walls in cellars, fire doors closing 
off stairways, double exits from rooms, 
new egresses and similar improvements 
are quite general. Some of the build- 
ings, however, are very old, with high 
vaulted ceilings, pavilion like foyers 
and landings, and construction altera- 
tions made to adhere to building codes 
seem more technical than realistic. For 
example, all have wooden fire escapes 
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leading from the second story. Fire ex- 
tinguishing equipment is at hand, but 
sometimes the fact is overlooked that 
the ordinary fire extinguisher weighs 
at least fifty pounds and is an unwieldy 
instrument for women attendants who 
have received no instruction or training 
in its ready use. In no home were an 
evacuation plan or emergency rules 
posted. While a high percentage of pa- 
tients are bedfast, no uniformity in 
placement is followed. In a few homes, 
the bed ridden are kept on the first 
floor only. 

While none of the homes would be 
approved under the housing standards 
of the American Public Health Asso- 
ciation, lighting, heating, toilet, plumb- 
ing, sewage disposal, ventilating and 
refrigeration facilities are adequate for 
practical purposes. Cleanliness general- 
y obtains and the homes are free of 
vermin. Only a few homes have bed 
pan sterilizers or similar equipment. 
On the care level, bedding is good, and 
hospital beds are common though not 
universal. Finally, food was apparently 
well prepared, cleanly handled and or- 
dinarily sufficient. Canned rather than 
fresh vegetables are the rule, variety 
is not a highlight and there is scant 
choice of foods. 


CONCLUSIONS 
After a careful study of clients in 
relation to their environment, we con- 
clude that commercial nursing homes 
are not, generally speaking, the solu- 
tion for the tremendous problem of 


long-term and ultimate care of the ill 
aged. A sound long-range program 
must be based on other foundations. 


Commercial nursing homes may, of 
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Cur Age of Unreason 


Franz Alexander, M.D. 

1951. Philadelphia: J. B. 

pages. $4.50. 
The brilliance of Alexander’s research in 
psychoanalysis and psychosomatic inter-re- 
lations is well known. In the present volume 
he broadens his perspective, shifting from 
the individual to the area of social psycholo- 
gy, mass motivation and dynamics, and con- 
sidering them in relation to the chaotic con- 
fusion of our times. 

There is nothing in this book particularly 
related to geriatric medicine, and little con- 
sideration of the real meaning of emotional 
maturity. As psychiatrists often do, he sees 
maturity only as the converse, or negative 
image, of incompetent immaturity in need of 
therapeutic attention. However, the book is 
strongly recommended to all those who want 
a better understanding of the times and of 
the forces which mold and alter human be- 
havior. 

It is not easy reading, although the typog- 
raphy itself is excellent. However, there is 
much enlightenment to be found here, as 
well as hope. 


Revised edition, 
Lippincott. 338 


Epwarp J. Streciitz, M.D. 
Washington, D.C. 


The Kidney: An Atlas and Text of 
Medical and Surgical Diseases 


Arthur C. Allen, M.D., 1951. New York: 

Grune & Stratton. 583 pages. 1115 illustra- 

tions. $15.00. 
The author’s purpose as stated in the intro- 
duction to this treatise is comprehensive. Rec- 
ognizing the importance of kidney function 
in regulating and maintaining fluid and elec- 
trolyte balance of the body, of the tubular 
mechanics involved in hemoglobinuric neph- 
rosis and lower nephron syndrome, the sig- 
nificance of new methods for estimating the 
work of the kidney, and the current interest 
in the renal component of hypertensive dis- 
ease, he proposes, as a pathologist, to relate 
structural, morbid anatomical alterations with 
demonstrable, clinical and physiochemical 
derangements. 

He attempts to clarify contentious discrep- 
ancies comprised in such generalities as, 
nephroses; renal thrombosis; diffuse vascu- 
lar disease; hydropic or cloudy swelling; 
tubular necroses, amyloidosis or calcification ; 
interstitial edema and cast blockage. He de- 
sires to explain deviations in results of clear- 


Book Reviews 


ance tests, and to integrate clinical and physi- 
ologic data with observed pathologic changes. 
While acknowledging gaps in knowledge 


and many unresolved problems, the author 
has presented data that should be useful for 
urologists, internists, investigators and under- 
graduate students. 

Special consideration is given to renal 
neoplasms, benign and malignant, with the 
view of exposing methods of prophylaxis and 
therapy for kidney tumors. 

Most of the pictorial material is original 
and many drawings and diagrams are by the 
author. Reproductions are clearly and beau- 
tifully rendered on heavy enameled stock. 
Bibliographies for each subject are extensive. 

James B. Carey, M.D. 
Minneapolis, Minnesota 


The Science of Health 


Meredith, M.D. Second edition, 
Blakiston Com- 


Florence L. 

1951. Philadelphia: The 

pany. 452 pages. $3.75 
This volume is intended as a textbook for 
college hygiene courses. As such, it fills a 
useful purpose, for certainly one of the rea- 
sons why the problem of chronic disease in 
later life is becoming increasingly urgent is 
that most people do not know enough about 
the mechanisms of minds and bodies. There- 
fore any accurate and understandable infor- 
mation, widely disseminated, is a power for 
health. 

Sir Edward Mellanby has written: “Much 
of new knowledge will concern the preven- 
tion of disease, and especially the prevention 
of chronic and degenerative disease. The 
adoption and application of this knowledge 
will generally depend upon the degree of 
education and wisdom of individuals.” Un- 
fortunately Dr. Meredith’s text does not give 
adequate attention to the disorders of later 
life. True, it is intended for college students 
who are interested primarily in themselves, 
and therefore in youth. Nevertheless the uni- 
versity student is mature enough to have 
foresight, and is more than likely to have 
parents and grandparents who _ illustrate 
avoidable disabilities. 

The section on mental health, which re- 
quires about one-quarter of the text, is by 
far the best. Discussion of the mechanisms of 
emotions and their training is very well done 
and can be read with profit by every young 
person. 

Epwarp J. Stiecuitz, M.D. 
Washington, D.C. 
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Thromboembolic Conditions and 
Their Treatment with Anticoagulants 


Charles D. Marple, M.D., and Irving S. 

Wright, M.D., 1950. Springfield, Illinois : 

Charles C. Thomas. 416 pages. $8.50. 
This volume covers thoroughly the clinical 
characteristics of thromboembolic conditions, 
the mechanisms of intravascular clotting, and 
the technics for the use of anticoagulants. 
Further sections discuss the management of 
hemorrhage due to anticoagulants, the fail- 
ures and abuses of anticoagulant therapy, and 
pertinent laboratory procedures. 

The author’s opinions and conclusions are 
well supported by all the information avail- 
able on the subject in the literature. The book 
is thoroughly documented; over 680 refer- 
ences are summarized and referred to in the 
text. 

This work is a valuable source of reference 
to those who are concerned with thrombo- 
embolic diseases. Grorck Kraemer, M. D. 

Vinneapolis, Minnesota 


Retire and Be Happy 


Irving Salomon., 1951. New York: 
berg, Publisher. 205 pages. $2.95. 


Green 


The advice of a successful businessman, who 
was economically able to retire before he was 
45, should prove of great value to the grow- 
ing number of those who find themselves 
shelved either voluntarily or involuntarily. 
How vast this horde is becoming is suggested 
by the census figure that nearly three thou- 
sand people reach 65 every day in the United 
States! Unfortunately, however, few are as 
well off financially as the author appears to 
be. With taxes and living costs rising to 
stratospheric levels, fewer and fewer will 
find themselves able to follow his suggestions. 

However, Mr. Salomon’s basic thesis is 
sound. Too few anticipate and prepare for 
retirement, cultivate new interests, or give 
the problem any thought until it is forced 
upon them. His over-simplified formula is 
summed up in three dicta: (1) Do plenty of 
work, free from tensions; (2) do things for 
others; and (3) be close to nature. However, 
the mighty optimism which compels Mr. 
Salomon to promise happiness to all who will 
apply his formula is probably, at least in 
part, a defense mechanism against his own 
doubts. 

Health in later maturity is given but a 
few pages of vague generalizations. More 
serious, however, is the omission of any con- 
sideration of abrupt retirement because of 
some partially disabling illness, such as car- 
diovascular accident. Here all previous plan- 
ning may have to be discarded and a new 
road map constructed. Help in such plan- 
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ning is an important responsibility of the 
physician and especially of the geriatrician. 
Some day someone will write a truly great 
book upon retirement, giving esaalcasere 
consideration to the many facets involved. In 
the meantime, Mr. Salomon’s book will hurt 
no one and will help some of its readers. 
Epwarp J. Streciitz, M.D. 
Washington, D.C. 


A Primer for Psychotherapists 


Kenneth Mark Colby, M.D., 1951. New 

York: Ronald Press. 167 pages. $3.00. 

A Primer for Psychotherapists is, as the 
author states, a small book of elementary 
principles written for beginners in psycho- 
analytically oriented psychotherapy. It should 
prove to be a valuable, practical adjunct to 
the training of psychiatrists in the treatment 
of neuroses and schizophrenia. in’ it Dr. 
Colby discusses the patient’s attitudes on 
coming for help; the therapist’s attitudes ; 
arrangements for interviews; and many of 
the details, illustrated by quotations from his 
own practice, of various stages of treatment. 
He deals clearly with material which usually 
puzzles the beginner, and about which psy- 
chiatrists are too frequently inarticulate. 

It is not, however, helpful to the physician 
in geriatric practice. Patients should be un- 
der 50 to benefit from this type of therapy, 
and physicians must have graduate training 
in psychiatry to use it. There is still a need 
for a similar book to help the general physi- 
cian in the handling of emotional problems on 
the levels of wadyg support and clari- 
fication. . Knicut Avpricu, M.D. 

‘Gansatcke. Minnesota 


Physiology of Tissues and Organs 


Douglas H. K. Lee, M.D., 1950, Spring- 

field, Illinois: Charles C. Thomas. 159 

pages. $4.00. 
In his recent book, the P 6 REY of Tissues 
and Organs, Douglas H. Lee, M.D., has 
well encompassed the i of phy Si- 
ology. The book is divided into two parts: 
Part I—the physiology of tissues, and Part II 

the physiology of organs. 

This text covers the basic facts of physi- 
ology in an orderly approach starting with the 
basic functions found in some degree in all 


cells including the chemistry of the cells and 
a clarifying discussion on the cell membrane. 
The structure-function relationship is carried 
out in the discussion of the various types of 
cells as well as the discussion of the organs. 
Matcotm D, McCAMPBELL, 
Minneapolis, Minnesota 


M.D. 











Dicests from Current Literature 


Mortality and Morbidity after Transureth- 
ral Resection in Cases of Parkinson’s 
Syndrome. 


Jay R. Lonciey, M.D., and Epwarp N. 
Coox, M.D., Proc. Staff Meet. Mayo Clin. 
26 :264-266, 1951. 

Transurethral prostatectomy involves no 


greater risk for persons with Parkinson’s 
disease than for those without. Possible 
dangers of the syndrome in surgical candi- 
dates were investigated by Jay Longley, 
M.D., and Edward N. Cook, M.D., after 
two postoperativ e deaths occurred in a rather 
short space of time. 

In the literature, parkinsonism was related 
to urologic disorders such as dysuria, tonic 
incontinence, relaxation of the vesical sphinc- 
ter, and urinary retention due to a hyper- 
tonic external sphincter, but effects cf opera- 
tion for prostatism were not discussed. 

Surgical records of the previous ten years 
at the Mayo Clinic included 12,500 transu- 
rethral prostatic resections and paralysis agi- 
tans was found in 93 instances. Ages in both 
series averaged 66 years. 

Only one parkinsonian subject died, or 
about one per cent of the paralytic class. A 
73-year-old man whose blood pressure and 
blood urea were normal succumbed after the 
rectoscope was introduced but before resec- 
tion was actually started. The cause was 
probably heart failure. 

Only two individuals had unusual discom- 
fort, pain, or a pronounced drop in blood 
pressure. Postoperative fever continued a 
little more than two days, and the hospital 
stay averaged less than eleven days. 

In the entire surgical group, 149 patients 
died, or 1.1 per cent. The average hospital 
stay was about nine and a half days. 


An Appraisal of Bilateral Superficial Fem- 
oral Vein Ligation in Preventing Pul- 
monary Embolism. 

WILLIAM H. Erp, M.D., 
MANN, M.D., Surgery, 


and Francis ScHU- 
29 :819-825, 1951. 
The danger of pulmonary embolism in elder- 
ly invalids is not reduced by tying off the 
superficial femoral veins. When prophylactic 
methods were compared at Philadelphia Gen- 
eral Hospital, ordinary medical therapy 
seemed just as effective as vascular interrup- 
tion, if not more so. 

Since embolism was most frequent in the 
orthopedic department, William H. Erb, 
M.D., and Francis Schumann, M.D., analyzed 
100 cases of fracture at the femoral neck. Both 
femoral vessels were ligated in 50 subjects, 


and only routine precautions were taken in 
50 alternate patients. No anticlotting drugs 
were employed. Ligation was generally done 
within two to four days after admission, using 
local anesthesia and the technic of Allen 
Linton, and Donaldson. 

The average age was 75. Exactly 58 per 
cent of each group died, chiefly from senile 
deterioration and heart failure, and autopsies 
were done in about 80 per cent of fatal cases. 

Pulmonary emboli ranging from small to 
massive were discovered in nine of the ligated 
subjects and in six of the others. The only 
death entirely due to embolism followed liga- 
tion, and in six instances thrombi formed just 
above the sutures. Prophylactic surgery ap- 
parently increased edema and pressure ulcer- 
ation of the legs. In a case without ligation, a 
large clot was found in the superior vena 
cava. 

Anticoagulants may be advisable, in addi 
tion to adequate nutrition, correction of fluid 
and electrolyte balance, and meticulous tech- 
nic in all operations. Blood flow in the legs 
should be stimulated and ambulation started 
early. 


Surgical Treatment of Postherpetic Neu- 
ralgia by Subdermal Denervation. 


KENNETH H. Appott, M.D., 
Martin, M.D., Neurology 1: 


Intractable skin 


and Bruce C. 
275-282, 1951. 


—. and pain after 
herpes zoster is common in old people and 
often lasts until death. To, relieve distress, 
Kenneth H. Abbott, M.D., and Bruce C. 
Martin, M.D., denervate the affected area by 
raising a flap of skin including all derma- 
tomes involved. Only when the less radical 
operation fails should one consider extensive 
sympathectomy combined with multiple rhi- 
zotomies by thoracotomy. 

Denervation was successful in two of three 
cases observed at Ohio State University, Co- 
lumbus, and provided considerable relief in 
the third. 

The skin flap may take in the entire field 
ot herpetiform scarring, such as one side of 
the chest from the posterior to the anterior 
midline, covering the second to fifth thoracic 
dermatome. Leaving a caudal base, central 
incisions are made and joined. Skin and sub- 
cutaneous tissues are elevated down to the 
fascia over muscles, then replaced. Penrose 
drains are inserted, the wound is closed with 
silk, and a pressure dressing is applied. 

Symptoms may be completely relieved for 
years. Elevation of the large skin flaps ap- 
parently affects sympathetic as well as sen- 
sory nerves. Both feeling and the sweating 
function may be lost in the surgical field. 
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Fate of the Aged Hospitalized for the First 
Time in a State Hospital for the Men- 
tally Ill. 

Sot Levy, M.D., and R. H. SoutHcomse, 
M.D., Northwest Med. 50:501-506, 1951. 
The study of Sol Levy, M.D., and R. H. 
Southcombe, M.D., emphasizes that a ma- 
jority of elderly people have only mild memo- 
ry defects, slight confusion and the some- 
what more exaggerated deterioration charac- 
teristic of aging. These patients present a 
growing problem to the usual public mental 
hospital, and a real need exists for a differ- 

ent type of institutional care. 

Upon diagnosis, more than half of 2883 pa- 
tients were grouped into various types of 
senile psychoses and more than one-fourth as 
psychoses with cerebral arteriosclerosis. 
Slightly more than 43 per cent died within 
three months after hospitalization, and ap- 
proximately two-thirds within a year. The 
greatest number of deaths occurred in the 
group 85 and older, while the group of 65 to 
69 years had the smallest number of deaths. 
Almost one-fourth of the patients died of 
arteriosclerotic heart disease, one-fifth of 
pneumonia, one-eighth of exhaustion, and 
one-tenth from cerebral hemorrhage. 

The aged are not helped by being commit- 
ed to public mental institutions where they 
are unable to maintain dignity and a sense of 
worth and usefulness. If the admission rate 
continues to increase, the public mental hos- 
pitals, whose primary objective is care of the 
mentally ill, will eventually become custodial 
organizations. 

The emotional factor of adjustment to a 
strange and new environment seems to be 
the basic cause responsible for the high mor- 
tality rate and offsets the protective advan- 
tages of the hospitalization. Most of the rela- 
tively slight mental difficulties of these pa- 
tients could be better handled in a family or 
community setting. 

The problem as it now presents itself can 
be corrected by adopting Boyd’s suggestions 
for creating a new type of public institution 
solely dedicated to providing a complete pro- 
gram of physical and psychologic care for 
the aged. In a given state one or more such 
homes could be erected in an accessible rural 
area and should be of cottage or semi-village 
type, minimizing physical dangers and _ per- 
mitting a maximum of freedom. Emphasis 
should be upon the personal integrity of the 
elderly person. Group activities are encour- 
aged and all remaining skills and assets 
utilized to the fullest extent comparable with 
physical reserves. 


Persistent Patent Ductus Arteriosus in 
the Age 

Louts FisHMAN, M.D., and M. 
VERTHORNE, M.D., 
762-769, 1951. 

Patients with a functioning patent ductus 

arteriosus may live in good health to the 


CLarRK SIL- 
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eighth decade at least. Case reports of elderly 
patients with this malformation are changing 
the accepted opinion of the prognostic signifi- 
cance of uncomplicated patent ductus arte- 
riosus. Availability of surgical correction of 
this left-to-right shunt has necessitated the 
formulation of criteria for surgical interven- 
tion. Earlier criteria were based upon data 
from autopsy specimens. Newer concepts are 
based upon data from living patients with 
patent ductus arteriosus diagnosed during 
life. Ligation is indicated now only for such 
complications as congestive heart failure, re- 
tarded physical growth and development and 
bacterial endocarditis. 

Right ventricular hypertrophy occurs when 
the diameter of the shunt is large. Recogni- 
tion of right ventricular enlargement is there- 
fore a clue to the size of the left-to-right com- 
munication. The size of shunt has not been 
conclusively demonstrated as being an im- 
portant prognostic factor. 

The oldest case on record, of persistent pat- 
ent ductus, is that of the 75-year-old woman 
reported by Louis Fishman, M.D., and M. 
Clark Silverthorne, M.D. This woman died 
in congestive failure, complicated by pneu- 
monia. Her health had been good until age 
73 when the first symptoms of heart disease 
were manifested. Dyspnea and palpitation on 
effort were the first symptoms. Enlargement 
of both ventricles was demonstrated at au- 
topsy. The ductus opening at the aorta was 
3 mm.; at the pulmonary artery, 4 mm. 

Another elderly patient with persistent 
patent ductus is reported to be alive still at 
70 years. Intermittent ankle edema, but no 
other symptoms of decompensation, brought 
her to the clinic at intervals since the age of 
65. Fluoroscopy shows generalized cardiac 
enlargement. Other findings are corrobora- 
tive: widespread, machinery murmur to the 
left of the sternum; pulmonary vascular sha- 
dows of increased prominence. 

Several authors have attempted a correla- 
tion between the diameter of the ductus and 
life expectancy. Three patients, 66, 66 and 65, 
had shunts measuring 9 to 10 mm. at the 
aortic end and 4 mm. diameter at the pul- 
monic end. Another patient had a patent duc- 
tus arteriosus measuring 12 mm. and died in 
failure at 47 years. 


Biology of Aging. 

Epwarp A. Bortz, M.D., Delaware 
Medical Journal, 23:112-116, 1951. 
Medical progress has made people live long- 
er, yet the potentials of the life span have not 
been approached, in the opinion of Edward L. 
Bortz, M.D., for if utilization of the organs 
in the human body were maximum, the hu- 
man life span should approximate 125 years. 

Human life follows a definite biological 
pattern. Premature deterioration of the vas- 


State 


cular system with cholesterol deposition in 
the blood vessels limits the effectiveness of 
it to early death. 


the body and predisposes 
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New data accumulated by atomic tracer 
studies show promise of an effective answer 
to the problem of degenerative diseases in 
the not-too-distant future. 

The collagen disorders, especially fibrositis, 
rheumatoid arthritis, rheumatic fever, and 
disorders of the skeletal and muscular tissues 
are being studied vigorously with new meth- 
ods. The science of nutrition offers a pleasant 
and healthy life for individuals at any age. 
Investigators in this field have shown the in- 
timate relationship between total caloric in- 
take, quality of diet and length of life span. 

The geriatrician finds his work cut out for 
him. His special province is the elderly pa- 
tient harassed by tissue degener ration of the 
blood vessels and organs, weariness and body 
weakness, often the result of nutritional de- 
ficiency, and the boredom of uninteresting 
living conditions. Prophylactic geriatrics en- 
compasses control of body weight, diet ad- 
justment, improvement of body elimination, 
combatting intercurrent infections, stressing 
need for rest and recreation. 


Nutrition and Control of Chronic Diseases 
—Public Health Aspects. 


RicHARD W. Vivter, M.D., and Cart THompe- 
son, M.D., Public Health Reports, 66 :630- 
636, 1951. 

Richard W. Vilter, M.D., and Carl Thomp- 

son, M.D., of the Department of Internal 

Medicine, University of Cincinnati, Ohio, 

consider nutrition to be as important in the 

aging of tissue as in growth and development. 

Aging need not be synonymous with degen- 

eration. Satisfactory nutrition throughout life 

provides the best chance of making such a 

separation a reality. 

Persons with chronic disease are benefited 
by an adequate and palatable diet. Three 
small meals a day should be supplemented 
with three interval feedings of milk, eggnog, 
or fruit juices. One or two ounces of a pro- 
tein hydrolysate may be added to the milk or 
eggnog. Those with diabetes mellitus are able 
to eat the same type of meals as their asso- 
ciates. Whether the urine contains small 
amounts of sugar at any particular time is 
relatively unimportant. 

The patient with chronic congestive heart 
failure is improved if his diet contains one 
gram or less of sodium per day and is high 
in protein. The emphasis is directed to small 
feedings and maintenance of a normal or 
slightly lower than normal weight. Patients 
with rheumatoid arthritis and hypertrophic 
arthritis usually improve with rest and a diet 
that reduces weight to normal levels and yet 
provides adequate protein, minerals and 
vitamins. 

In tuberculosis the new antibiotics have not 
displaced rest and a high caloric, high protein 
diet. In management of fatty livers and nu- 
tritional cirrhoses, the therapeutic measure of 
greatest importance is a high protein, high 
carbohydrate diet with protein content be- 


tween 150 and 250 grams per day. Under 
these conditions serum albumin can be raised, 
edema and ascites decreased, and regenerat- 
ing liver cells allowed to take over normal 
hepatic functions. 

Obesity is a problem in many diseases of 
the older age groups. Weight must be de- 
creased by reduction of caloric intake in these 
relatively sedentary individuals. Usually, a 
1,200 calorie diet adequate in protein, vita- 
mins and minerals will suffice for a moderate- 
ly active person. 

The relationship of cholesterol and fat to 
the genesis of arteriosclerosis requires con- 
tinued investigation, even though these nutri- 
tional ‘factors may be of only secondary im- 
portance to the occurrence of degenerative 
vascular disease. 


Some Aspects of Geriatric Urology. 


Lioyp D. Fiint, M.D., Surg. Clin. 

America, 31 :967-708, 1951. 

The urologist has traditionally dealt with the 
aged. As the life span increases, greater num- 
bers will be seen, and a larger proportion will 
be candidates for elective surgery. Diagnostic 
aids and the management of typical problems 
are reviewed by Lloyd D. Flint, M.D. 

Symptoms are usually played down before 
a dreaded operation and exaggerated in con- 
valescence. A few key questions should reveal 
the nature of polyuria, hematuria, and incon- 
tinence. For example, a continuous dribble 
suggests the overflow type, and urgency with 
passage of small amounts an inflammatory 
lesion. 

In the office examination, instrumental 
manipulation is usually avoided, although 
women can tolerate cystoscopy fairly well. 
The male urethra may be calibrated if stric- 
ture is suspected and the prostate is not 
enlarged. 

When renal function is good, excretion 
urography is invaluable in old age. The upper 
urinary tract is revealed, and also bone me- 
tastases from prostatic cancer and calcified 
vessels, including aneurysm. 

In addition, the cystogram demonstates 
bladder trabeculae, diverticula, and intravesi- 
cal prostatic enlargement. A film exposed af- 
ter voiding shows residual urine without 
traumatic catheterization. 

To determine whether an elective opera- 
tion should be done, a number of questions 
should be answered. Will average life ex- 
pectancy be fulfilled with conservative treat- 
ment? (The period at 70 years is nine years 
for a man and nearly ten for a woman. At 80, 
both may look forward to 5% years more, 
and at 90 almost three years.) Are symptoms 
intolerable? Is the condition progressing, es- 
pecially prostatism? Will failure to operate 
disable a bread-winner? 

Attempted excision of prostatic cancer is 
rarely justified, particularly after the age of 
75, and in this period total cystectomy for 
bladder tumor is unwise. Most cystic cancers 
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should be treated through the urethra, though 
multiple growths are fulgurated suprapubi- 
cally. Extensive involvement is palliated by 
cutaneous ureterostomy. 

However, renal carcinoma without metas- 
tases requires nephrectomy. The postopera- 
tive life span is five years or more in 46 per 
cent of cases. 

Transurethral prostatic resection limited to 
an hour and a half is borne well at any age. 
A single obstructive stone should be removed, 
but multiple or staghorn calculi are often 
allowed to remain. Small doses of a triple 
sulfonamide compound or mandelamine may 
prevent flare-ups of pyelonephritis. 

Malnutrition is common, and before sur- 
gery protein should be restored by diet, amino 
acids, intravenous albumin, or whole blood. 
The simplest, least traumatic, and shortest 
procedures should be chosen. Indwelling 
catheters and drains are sewed in place. 

Patients are usually out of bed on the first 
or second day after transurethral prostatic 
surgery, and on the third or fourth day after 
a kidney or bladder operation. 


The Clinical Diagnosis of Arteriosclerosis 
in the Aged. 


FreperIc D. ZEMAN, M.D., and Max 
ScHENK, M.D., Am. J. Roentgenology and 
Radium Therapy, 66:73-79, 1951. 

Arteriosclerosis can be widespread without 

producing symptoms. Functional alterations 

must not be ascribed to arteriosclerosis with- 
out good evidence of a causal relationship. 

Widespread use of roentgen examinations 

may reveal previously unsuspected local and 

diffuse deposits of calcium in the cardiovas- 
cular system. 

Marked arteriosclerotic changes can be 
demonstrated radiologically in patients who 
show practically no alteration in functional 
capacity, report Frederic D. Zeman, M.D.., 
and Max Schenk, M.D. Certain types of vas- 
cular sclerosis and calcification are surpris- 
ingly well tolerated. Extensive calcification 
of vessels is compatible with normal function 
because it is usually accompanied by dilata- 
tion rather than constriction of the lumen. 

Over 90 per cent of chest X-ray films show 
evidence of cardiovascular calcium in patients 
past 60. Calcified heart valves or valve rings 
are sometimes visible on overexposed films. 
Calcified valves are more often demonstrable 
fluoroscopically than radiographically, how- 
ever. Even coronary artery calcification may 
be distinguished under favorable circum- 
stances. 

Important changes in the abdominal aorta 
are demonstrable by x-ray. Such changes in- 
clude extensive arteriosclerosis with calcific 
deposits and aneurysm. Aneurysms increase 
in frequency with advancing years. Since 
danger of rupture is ever-present, surgical 
treatment may be advisable. 

Vascular disturbances of the legs are some- 
times produced by sclerosis of the abdominal 
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aorta. Thrombi may form on rough intimal 
plaques. Thrombosis of the entire abdominal 
aorta may produce vascular changes in the 
legs, indistinguishable clinically from arte- 
riosclerosis obliterous. 

Specific functional derangements can be 
traced to definite arteriosclerotic changes ob- 
servable on roentgen films of the skull. In- 
ternal carotid calcification is seen in about 
four per cent of skulls at age 60 and up to 10 
per cent of skulls at age 80. The sclerotic 
vessels become dilated and tortuous, as shown 
by cerebral angiography. The sclerotic, tor- 
tuous vessels may produce pressure on the 
optic nerves, leading to optic atrophy. 

Sixth cranial nerve palsy may result from 
pressure of a sclerotic anterior inferior cere- 
bellar artery. Intracranial aneurysms are pro- 
ductive of specific functional derangements. 
When calcium is deposited in the walls of 
the aneurysms, X-ray visualization is possible 
without the use of intravascular contrast 
media. 

Cerebral arteriography, angiocardiography 
and aortography provide additional roentgen 


information. The size of the vascular lumina 
can thus be recorded and studied on X-ray 
film. 


Radical Cure of Inguinal Hernia in the 
Elderly. 


Haro_p Dopp, Ch.M., 

260 :1192-1196, 1951. 
In the elderly male, herniae are quite com- 
mon, and are a frequent cause of capricious 
behavior and reluctance to perform simple 
tasks, as well as much anxiety as well as in- 
convenience. Harold Dodd, Ch.M., F.R.C.S., 
of Liverpool, England, advises surgical re- 
pair of all inguinal herniae as soon as dis- 
covered. 

Preoperative examination of the elderly pa- 
tient should reveal any constitutional ailment 
causing poor supporting tissues in the hernial 
area. The rectum and prostate are examined 
for malignancy, and the heart and lungs for 
pathology needing correction before surgery. 
Any dental or nasal septic foci are eliminated 
prior to operation. If bilateral herniae are 
found, the larger is repaired first, followed 
by repair of the smaller in about ten days. 

At surgery, local analgesia of amethocaine 
(1 in 2000 with adrenaline) is used in con- 
junction with light anesthesia of thiopentone 
or open ether, the anesthesia being discon- 
tinued after removal of the hernial sac. A low 
spinal anesthetic is satisfactory in patients up 
to 65, and a general anesthetic alone is perfect 
in some patients, but may not give the essen- 
tial relaxed, quiet and bloodless field. 

The majority of cases are repaired by the 
original Bassini method, by the Bassini meth- 
od plus the Tanner “slide,” or by the Bassini 
method, Tanner “slide,” and Halsted exteri- 
orization of the spermatic cord; in all in- 


F.R.C.S., The Lancet, 


stances using interrupted sutures of linen 
thread. When the conjoined tendon is poor, 
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Tanner’s procedure consists of a hockey-stick 
incision in the internal oblique aponeurosis, 
curving upward and outward from the sym- 
physis pubis near the midline. Following the 
relaxing incision, the attenuated conjoined 
tendon can be readily sutured to Poupart’s 
ligament, especially after a detensioning su- 
ture is placed between the rectus sheath and 
the pubic spine. If very poor tissues are pres- 
ent, orchidectomy or fascial graft is often 
necessary for a stronger repair. In the elder- 
ly, asepsis, hemostasis, wide anatomical defi- 
nition, relaxation, accurate suturing with 
small needles and fine suture, and unhurried 
work are essential. Most patients return home 
in twelve days, the obese and frail individuals 
being fitted with abdominal belts. 

The postoperative mortality is low, being 
higher if simultaneous double repair is at- 
tempted. The recurrence rate is about three 
per cent, including recurrences after five 
years’ satisfactory repair. There may be false 
recurrences if femoral and direct hernial sacs 
are not looked for and removed at the time 
of the initial operation. 


Management of Occult Prostatic Carcino- 
ma. 


Reep N. Nessit, M.D., and Witiiam C. 

3auM, M.D., J. Urol. 65: 890-894, 1951. 

If a prostatic cancer concealed in hyper- 
plastic tissue is not found until after opera- 
tion, radical surgery is unwarranted. In most 
cases obscure tumors develop very slowly. 
The percentage of five year survivors is ac- 
tually larger with no further treatment what- 
ever than after radical procedures for more 
obvious malignancy. 

Carcinoma is not recognized until the av- 
erage age of 70 or more, when life expectancy 
is 0 nly a few years at most. At this time men 
value personal comfort and are anxious to 
savor the fruits of existence. Their special 
skills and experience may be more valuable 
to society than ever before. The cancer that 
starts in the posterior lamella and is felt 
through the rectum is a different matter. 
Growth is rapid, and radical perineal pros- 
tatectomy should be done routinely. 

Contrary to popular practice, the same 
principle has recently been advised for all car- 
cinomas unexpectedly discovered in tissue re- 
moved for prostatism. Reed N. Nesbit, M.D., 
and William C. Baum, M.D., disagree, citing 
results of conservative management in 42 
cases. 

The age at diagnosis averaged 74. Except 
in two instances, malignancy was not suspect- 
ed before prostatectomy. Roentgenograms 
showed no involvement of spine or pelvis, 
and serum phosphatase was normal. 

About 32 gm. of prostatic tissue was ex- 
cised. Well differentiated Grade 1 adenocar- 
cinoma was seen in some cases and small foci 
of more primitive cells in others, but addi- 
tional surgical risk was avoided. Observation 
was continued for periods ranging up to six- 


teen years. Only 2 patients died of the original 
tumor, and in the same period 14 succumbed 
to other causes, remaining free of cancer 
symptoms. None of the 26 survivors was 
troubled by recurrence, although seven were 
observed more than five years and ten for not 
less than three or four years. 

In a previous series of cases, neoplasms 
plainly extended beyond the prostate when 
first examined. The five year survival rate 
was almost 44 per cent in the group treated 
by orchiectomy and stilbestrol. 


Geriatric Anesthesia with Special Refer- 
ence to Transurethral Prostatectomy. 


JosepH P. CreEHAN, M.D., and Avpert F. 
Gicot, M.D. Surg. Clin. No. America 31: 
709-717, 1951. 


The risks of anesthesia may outweigh the 
hazards of surgery in aged urologic patients. 
Those cardiac conditions which may lead to 
congestive failure or cardiac arrest—recent 
myocardial infarction, angina decubitus, par- 
oxysmal ventricular tachycardia, Stokes- 
Adams syncope and thrombo-embolic phe- 
nomena—may be absolute contraindications to 
surgery. 

Hypoxia is the most feared complication of 
anesthesia in the elderly cardiac patient, and 
in this regard the induction period is most 
critical. Once through the induction stage, 
oxygen saturation must be maintained at 
maximum level. 

Asthma, bronchitis, emphysema and bron- 
chiectasis are often seen in the geriatric pa- 
tient, as are degenerative changes in the bony 
thoracic cage and the vertebral column. Any 
one or a combination of these factors may 
produce decreased ventilation in old people, 
and res spiratory compensation may be at a 
breaking point. 

Case and Stiles measured vital capacities 
of patients in various positions on the oper- 
ating table and found them to be reduced 
from 100 per cent in the sitting position to 
86 per cent in kidney positions and 82 per 
cent in the lithotomy position. Of the various 
methods of anesthesia for urologic proce- 
dures, Joseph P. Crehan, M.D., and Albert F. 
Gigot, M.D., have found that pentothal- 
nitrous oxide-oxygen and low spinal anes- 
thesia are most satisfactory for transurethral 
prostatectomies. 

When pentothal-nitrous oxide anesthesia is 
contemplated, the pharynx is sprayed with a 
10 per cent solution of cocaine immediately 
prior to induction, Nitrous oxidé and oxygen 
in the ratio of two parts of nitrous oxide to 
one part of oxygen, but never less than 500 
cc. of oxygen per minute, are administered 
throughout the course of the anesthesia in 
order to reduce the amount of pentothal need- 
ed and to supply an excess of oxygen. 

Early ambulation, so important in the el- 
derly patient, increases the incidence of post- 
spinal headache after the use of spinal an- 

(Continued on page 346) 
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International Meetings 
The Second International Gerontological 
Gongress will meet in St. Louis, Missouri, 
September g to 15, 1951, with headquar- 
ters at Hotel Jefferson. Sponsoring groups 
are the International Association of Ge- 
rontological Societies, the Gerontological 
Society, Inc., and the American Geriatrics 
Society. 
The objectives of the Congress are to pro- 
mote research on aging and on the social 
consequences of an aging population and 
to stimulate utilization of existing knowl- 
edge in order to provide greater oppor- 
tunity for older people. The Congress is 
open to all persons interested in its ob- 
jectives. There will be an attendance fee 
of $10 payable at the time of registration. 
6 
The Second European Congress of Rheu- 
matology will be held in Barcelona, 
Spain, September 24 to 27, 1951. For 
further information, write the Secretary 
General, Via Layetana. 31 (Casa del 
Medico), Barcelona, Spain. 
e 
National Meetings 
The 118th meeting of the American As- 
sociation for the Advancement of Science 
will be held in Philadelphia, December 
26 to 31, 1951. Among the programs of 
interest to those in geriatric medicine is a 
four-session symposium on Abnormalities 
of Lipid Metabolism, with special refer- 
ence to arteriosclerosis. 
s 
The annual postgraduate course in dis- 
eases of the chest, sponsored by the 
Council on Postgraduate Medical Edu- 
cation and the New York State Chapter 
of the American College of Chest Phy- 
sicians, will be presented at the Hotel 
New Yorker, New York City, November 
12 to 17, 1951. Applications should be sent 
to the American College of Chest Phy- 
sicians, 112 East Chestnut Street, Chicago 
11, Illinois. e 


The Interim Session of the American Col- 
lege of Chest Physicians will be held at the 
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Ambassador Hotel, Los Angeles, Calif., 
on December 2 and 3, 1951. On Sunday, 
December 2, a scientific session will be 
presented sponsored by the California 
chapter of the College, including round 
table luncheon discussions and an x-ray 
conference. A banquet will be held in the 
evening. The Board of Regents of the 
American College of Chest Physicians will 
meet on Monday, December 3, as well as 
various councils and committees of the 
College. 
Dr. Edward W. Hayes, Monrovia, Calif., 
is chairman of the general arrangements 
committee for the Interim Session of the 
College, and Dr. Alfred Goldman, Bev- 
erly Hills, is chairman of the scientific 
program committee. 

e 


The National Gastroenterological Asso- 
ciation will hold a course in postgraduate 
gastroenterology at the Drake Hotel, Chi- 
cago, September 20-22, under the direc- 
tion and co-chairmanship of Dr. Owen 
H. Wangensteen, Minneapolis, and Dr. I. 
Snapper, New York City. For further in- 
formation and enrollment, write the Na- 
tional Gastroenterological Association, 
Dept. GSJ, 1819 Broadway, New York 23, 


N. Y. 7 


The course in Problems of the Aging in 
Contemporary Life, which were first of- 
fered by New York University of Educa- 
tion, were repeated in August, 1950, and 
will be offered again in 1952. For further 
information address Associate Professor 
Esther M. Hilton, School of Education, 
New York University, Washington Square, 
New York 3, N. Y. 

8 
Opportunities Open 
New research applications in the cardio- 
vascular and related fields are being ac- 
cepted by the American Heart Associa- 
tion for studies to be conducted during 
the academic year beginning in July, 1952. 
Applications for research fellowships and 
established investigatorships, two  cate- 
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Watch the change in Geriatric patients when they 





see the list of foods they can eat! 


IT'S A GIFT, of course. New, enlarged 
edition of our “Special Diet” booklet 
offers recipes for Bland, Soft, Mechani- 
cally Soft and Liquid Diets. Also gentle 
hints on tray and table service. For 
your copies write to Dept. JG9-1, Fre- 
mont, Michigan. 


Not a dozen—but 73 appetizing dishes to choose 
from in Gerber’s “Special Diet” book. Foods 
that are low in fiber content, sugar and sea- 
soning—yet tasty because they combine one 
or more of Gerber’s wide variety of Strained $e: 
Vegetables, Fruits, Cereals and Desserts and E 4 
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ment! Gerber’s special way of processing 
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and minerals naturally present in food. 
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gories in which awards are made to in 
dividuals, may be submitted up to Sep- 
tember 15 of this year. Applications for 
research grants-in-aids to institutions, in- 
cluding grants for work in the basic scien- 
ces, may be filed up to December 1. 

Fellowships for established investigators 
may be granted for a five-year period at 
a’ minimum stipend of $5,000, with an 
annual increase of $500. Research fel- 
lowships are granted for a one-year pe- 
riod, with a stipend ranging from $3,000 
to $4,300. Grants-in-aid to institutions 
vary in amount and are designated for a 
specified program of research. Informa- 
tion and forms may be obtained from the 


Medical Director, American Heart As- 
sociation, 1775 Broadway, New York 19, 
New York. © 


The American Dermatological Association 
is again offering a prize of three hundred 
dollars for the best essay submitted for 
original work, not previously published, 
relative to some fundamental aspect of 
dermatology or syphilolozy. For full in- 
formation, write to Dr. Louis A. Bruns- 
ting, Secretary, American Dermatologi- 
cal Association, -102-110 Second Avenuc, 
Southwest, Rochester, Minnesota. 
© 


Research Grants and Awards 


The Mayor’s Advisory Committee, New 
York City, has received a $25,000 grant 
from the Rockefeller Foundation for re- 
search on facilities for the aged in the 
city. Louis I. Dublin, Ph.D., is head of a 
subcommittee to carry out the one-year 
study. The committee will try to deter- 
mine what can be done to prevent the 
debilities of old age and at the same time 
utilize the abilities of the group. 
e 

The University of Illinois College of Med- 

icine has been awarded the following 

grants in support of research investiga- 

tions: $7,000 (renewal) by the Lakeland 

Foundation for the study of a cancer 

diagnostic test, and $1,000 from Abbott 

Laboratories for an investigation con- 

cerning the effect of amines on high 

blood pressure in experimental cases. 

€ 

Dr. George Cooper, Jr., associate profes- 
sor of roentgenology, University of Vir- 
ginia, was awarded the American Cancer 
Society’s 1951 medal for Virginia on May 
18 in recognition of his contributions to 
the control of cancer. 
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The Black-Stevenson Cancer Founda- 
tion has awarded about $750,000 each to 
the Presbyterian Hospital in Newark, 
New Jersey, and the Memorial Center for 
Cancer and Allied Diseases in New York. 
The institutions were selected from 
among more than 5,000 that had applied 
for donations during the last five years. 


A total of 150 Public Health Service 
grants amounting to $1,416,760 have been 
made by the Cancer Institute of the Na- 
tional Institutes of Health to assist cancer 
research in 78 hospitals, universities, and 
other institutions in 28 states, the District 
of Columbia, and England. 
Forty new research projects in 20 states 
were aided by awards totaling $381,447. 
All other grants were for continuation of 
previously supported projects. 
e 
Sixty new grants-in-aid totaling $311,192 
have been awarded by the American 
Heart Association to various institutions 
throughout the country, bringing to a 
total of 95 the number of awards during 
the 1951-52 academic year. A large pro- 
portion of the studies concentrate on 
finding the unknown causes of the hard- 
ening and narrowing of the arteries, high 
blood pressure, and rheumatic fever. 


New Hospitals and Research Centers 
The University of Texas’ M. D. Ander- 
son Hospital for Cancer Research, a $7,- 
500,000 project, is well under way. In- 
cluded among the facilities will be a 
26,000,000-volt betatron unit and a 1,300,- 
ooo-volt radioactive cobalt irradiator. The 
irradiator is due for completion Septem- 
ber 1, when it will be taken to the Atomic 
Energy Commission’s Oak Ridge, Ten- 
nessee laboratories for animal eperximen- 
tation for six months prior to being in 
stalled in the Anderson Hospital. 
More than $5,000,000 in state and pri- 
vate funds are going into its construction. 
The hospital is also expected to receive 
more than $1,500,000 in federal funds, 
which will enable it to include 300 beds 
in its facilities. Pe 

The University of Chicago medical school 

has received a gift of $100,000 to estab- 

lish a new cancer research laboratory 


from Ben May, Mobile, Alabama, lumber- 
man. 


(Continued on page 344) 
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“bloating. belching 


and indigestion*° 


You can provide extraordinary relief of the 
bloating, belching and other complaints of 
many of your patients with so-called functional 
indigestion by prescribing Bilogen — a 
therapeutically designed choleretic-digestant. 
In each Bilogen tablet you'll find: Ox bile 
extract (2 grs.) to stimulate bile secretion, 
oxidized mixed ox bile acids (114 grs.) to 
flush biliary ducts, desoxycholic acid (1 gr.) 
to promote fat absorption, and a pancreatin 
of high digestive power (equivalent to 334 
grs. Pancreatin, U. S. P.) to exert enzymatic 
action. Note too that this pancreatin is given 
double protection with a special coating to 
insure its release in the intestine. The 
coordinated action of the four Bilogen 
ingredients provides natural biliary stimu- 
lation, relieves upper abdominal distress, and 
re-establishes normal functions. Bilogen is 


available in bottles of 100 and 1000 tablets. 


Organon Inc. * ORANGE, N. J, 


BILOGEN* 
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acute 
vitamin deficiencies 


A sudden drop from adequate to grossly 
inadequate vitamin intake results in fast 
tissue depletion and functional changes. 
Ordinarily, physical lesions do not appear. 
If tissue depletion is rapid enough, death 
may ensue with slight or no morphologic 
variation. 





acute deficiencies 














Treatment of acute deficiencies 


Fully therapeutic dosages of all the vitamins 
indicated in mixed vitamin therapy should be 
given. Under intensive therapy recovery from 
acute vitamin deficiencies usually is made in a 
comparatively short time. 


THERAGRAN supplies clinically proved, truly 
therapeutic dosages of all the vitamins indi- 
cated in mixed vitamin therapy. 


Each Theragran Capsule contains: 


Vitamin A 25,000 U.S.P. Units 
Vitamin D 1,000 U.S.P. Units 
Thiamine HCl 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 


Bottles of 30, 100 and 1000 


When the deficiency is acute specify Theragran and 
correct the patient’s diet 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


SQUIBB 
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GERIATRICS in the NEWS 
(Continued from page 342) 
The new $2,000,000 Max and Bertha 
Weinstein Pavilion, a home for 150 elder- 
ly persons and a laboratory for research 
into problems of the aged, was dedicated 
in the Bronx, New York City, on May 27. 
® 
Ground breaking ceremonies for the new 
Armed Forces Institute of Pathology took 
place July 10, at the Army Medical Cen- 
ter, Washington, D. C. The $7,250,000 
structure will take about two years to 
build. The Institute of Pathology is made 
up of four departments: the Laboratories 
of Pathology, the American Registry of 
Pathology, the Medical Illustration Serv- 
ice, and the Medical Museum. 
° 
The new National [Institute of Arthritis 
and Metabolic Disease will have the fol- 
lowing three main divisions: laboratory 
research branch, clinical investigations 
branch, and extramural programs branch. 
The new Institute was established in 1950 
to provide expanded activities for re- 
search in the fields of arthritis, rheuma- 
tism, and the metabolic disorders. 
e 
The building of a new division on geri- 
atrics is contemplated by the Women’s 
Medical College of Pennsylvania in its 
expansion program. 
e 
A Gerontological Unit has recently been 
established at the Mental Health Insti- 
tute at Cherokee, Iowa, with Dr. Raphael 
Ginzberg as director. Present efforts will 
be directed toward securing separate 
wards and units for the treatment of the 
geriatric patients in the present state men- 
tal hospitals. It is hoped to have two ade- 
quately equipped wards ready for use 
next fall at Cherokee State Hospital for 
screening and treatment of patients. 
n 
Legislation 
In Washington, D. C., six identical house 
resolutions have been introduced which 
would authorize a select committee on 
problems of the aging to be composed of 
seven members of the House of Repre- 
sentatives, all appointed by the Speaker. 
This Select Committee would be charged 
with investigating the status of the older 
age group with respect to its manpower 
potential and the basic problems in the 
fields of employment, health, education, 
and community services in connection 
with the utilization of this group and the 
federal government’s responsibility in the 
problem. 











GERIATRICS IN THE NEWS 


In Ottawa, the Canadian Parliament voted 
on June 23 the first stage of an old age 
security program to begin next year that 
would benefit 860,000 older than 65, and 
cost $410,000,000 a year. The measure will 
provide an estimated one-third of those 
in the 65-69 age group, or about 145,000 
persons, with old-age assistance and _in- 
creasing provision for the blind. 
e 
In St. Paul, the 1951 Minnesota state 
legislature created a 25-member commis- 
sion to study the problems of the aging, 
and passed legislation that allows coun- 
ty governments throughout the state to 
develop county nursing homes for the 
care of the chronically ill. 
e 
Popular Reading 
Martin Gumpert, M.D., believes that cre- 
ative powers and intellectual acuity can 
be carried into advanced age, according 
to his recent article, “A Second ‘Prime of 
Life’— After 70,” appearing in the New 
York Times Magazine of July 8, 1951. 
In support of his belief he cites the cases 
of several notable octogenarians whom he 
interviewed on a recent trip to Europe. 
e 
Victoria Hathaway says that homes for 
the aged can help their residents to lead 
useful and socially active lives, in her 
article, “Our Homes for the Aged,” which 
appears in Today’s Health of March, 1951. 


e 

Film on Urinary Infections 

A new teaching film, “Urinary Infections 
— Bacteriology, Pathology and_ Treat- 
ment,” directed by Dr. Grayson Carroll, 
associate professor of urology, St. Louis 
University, in collaboration with Dr. Vic- 
tor F. Marshall, professor of surgery, Cor- 
nell University Medical College, has just 
been completed and is available without 
charge for groups of physicians, hospitals 
and medical schools from the Medical 
Film Guild, Ltd., 167 West 57th Street, 
New York 19, New York. 


CORRECTION-—In the article, “The Role 
of the Psychiatrist in a Home for the Aged,” 
which appeared in the July-August issue of 
Geriatrics, the portion on page 246 beginning 
with the line “Some people should not be 
kept at bed rest” and ending with the line 
“She meant to say that her mother died” 
should be transposed to page 247 after the 
line “Damaging than the effects of complete 
idleness.” 
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chronic 
vitamin deficiencies 


When vitamin intake is just below the 
adequate, deficiencies develop slowly. As 
time goes on lesions appear. They are 
insidious in onset and slow in regression, 
even under intensive therapy. Many chron- 
ic lesions progress uneventfully. The pa- 
tient accepts his ill-health as normal. 


ent of chronic deficiencies 
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Treatment of chronic deficiencies 


Chronic deficiencies require prolonged ther- 
apy. At first treatment should be intensive. A 
much longer period of complete but less in- 
tensive treatment should follow. For a year 
after apparent recovery the patient should be 
given fully protective amounts of the essential 
nutrients. 


THERAGRAN supplies all of the vitamins indi- 
cated in mixed vitamin therapy in clinically 
proved, trulv therapeutic dosages. 


Each Theragran Capsule contains: 
Vitamin A 25,000 U.S.P. Units 
Vitamin D 1,000 U.S.P. Units 


Thiamine HCl 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 
Ascorbie Acid 150 mg. 


Bottles of 30, 100 and 1000 


When the deficiency is chronic specify Theragran and 
correct the patient’s diet 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


SQUIBB 
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It stands to reason: 


Cigarettes are 
less irritating 


when filtered this way! 


If you smoke, try a Denicotea Holder. See 
for yourself why it has become the largest 
selling cigarette holder in the world. 


First, look at the filter before use. It’s 
pure white—like this: 


a oss 
G. a ee 


Then, look at the filter after you've 
smoked a package of cigarettes. It has 
turned black, like this: 





Yes, it has absorbed nicotine and tars 
that have been filtered out of your 
cigarettes, whether they’re regular or 
filter-type cigarettes! 

Obviously, irritants trapped in the 
Denicotea crystal filter can’t reach, can’t 
harm nose, throat, sinuses or lungs. 

Try Denicotea, then come to your 
own conclusions, Doctor! 


PROFESSIONAL ‘2 PRICE 
INTRODUCTORY OFFER: 

Send for your Denicotea Holder, $1.25 
postpaid, (regular price, $2.50) 
Longer, Lady Denicotea Holder, $1.75 
postpaid, (regular price, $3.50) 
Write to Alfred Dunhill, Dept.G-9 

660 Fifth Avenue, New York 19 
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Dicests from Current Literature 
(Continued from page 339) 
esthesia. Many of these headaches may be 
prevented or relieved by the administration 

of parenteral fluid. 

In poor risk patients, intravenous infusion 
of 5 per cent dextrose in water is stated 
during operation, and if hypotension devel- 
ops, oxygen is administered throughout the 
procedure. 


A Study of Physiologic Eosinophilia in 

Elderly Subjects. 

Lton Binet AND GeEorGES MATHes, Presse 

Méd. 59: 305-306, 1951. 

Some activities of the adrenal cortex are 
slightly curtailed with advancing age. 

Sexual function decreases, as shown by 
reduction of 17-ketosteroids, and mineral 
regulation is less efficient, allowing opsiuria 
and hyperchloruria evidenced by Robinson's 
test. 

Léon Binet and Georges Mathé of Paris, 
France, used Thorn’s technic for study of 
deficiency of 1l-oxysteroid function. On in- 
jection of ACTH, lymphocytes and eosino- 
phils dropped concomitantly but less than 
normal at younger ages, although in some 
cases the adrenalin test was negative. 

In blood and marrow, eosinopenia was de- 
tected by the Dunger-Randolph method. Ex- 
tent of deficiency was related to apparent 
senility and functional loss rather than to 
actual age. 
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FOREWORD 


Geriatric Gynecology 


Edward J. Stieglitz, M.D.* 





pe as geriatrics is not limited to the 
care of the senile, so gynecology should 
not be construed to be anatomically re- 
stricted to the female reproductive sys- 
tem. Geriatrics, in its broadest sense, is 
that part of medical science and practice 
which pertains to the care of the aging 
and the aged, in health and in illness. It 
includes not only the problems of disease 
in those past the prime of life, but also the 
complex phenomena of normal senescence. 
To live is to age; to age is to change. 
Worthy of 
the concept that in mature people the 


reiterated emphasis is 
clinician rarely deals with a single, iso- 
lated, nicely delineated entity. He must 
learn to focus his attention and treat the 
patient, not just the disease or diseases. 
The accumulated effects of years and 
many prior injuries, traumata, fatigues, 
and alter the 
structure and functional capacities of the 


intoxications infections 
individual. These depreciations are asym- 
metric. Health, as indicated by reserve 
functional capacity, is relative, never 
absolute. Likewise, biological age is rela- 
tive, asymmetric and not necessarily par- 
allel to chronological length of life. The 
mature are what they are today because 
of their experiences of yesterday. The 
older we become the more yesterdays we 
have accumulated to affect us. Further- 
more, the disorders common in later ma- 
turity almost never exist singly. It is the 


rule that several overlap, and by their 
coincidence exacerbate, distort and modi- 
fy the clinical picture both diagnostically 
and therapeutically. For example, atro- 
phy of the senile skin involves questions 
of nutrition, vascular disease in the der- 
mis, altered reactivity to actinic radia- 
tion, emotional resentment to social con- 
age, 
gonad hormone secretion. 

Thus the focus of therapy must be 


demnation of and diminution of 


upon the individual, not upon his or her 
disease or diseases. The essence of geri- 
atric medicine is to labor to build health 
to as near optimum as possible. The in- 
dividual is indivisible; psyche and soma 
are one. The patient is more important 
than his disorders. 

Geriatrics is not a medical “specialty” 
in the usual and generally accepted sense. 
With the exception of pediatrics (which 
is really internal medicine) all medical 
specialization in practice has arisen from 
the development of specialized techniques 
(internal medicine, surgery, and psychia- 
try) or sharpened focus upon a limited 
area of anatomical structure (ophthal- 
mology, neurology, otology, cardiology, 
etc.). These are pragmatic divisions, jus- 
tified by increased technical skills, inten- 
sified and pointed research which derive 
from the sacrifice of breadth for depth. 
Geriatrics, on the other hand, involves 
all of these various specialized subdivi- 
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sions of the practice of medicine. Geri- 
atrics is particularly significant to the 
general practitioner. But the significance 
of an understanding of the peculiar so- 
matic and psychological changes which 
come with senescence and later maturity 
cannot be ignored by any specialist. The 
general surgeon must practice geriatric 
surgery, the otologist is constantly con- 
fronted with senescence as a factor in 
auditory impairment, the psychiatrist 
must be alert to the predictable psycho- 
logical traumata consequent to changes 
in capacities and inter-personal relations 
engendered by aging, and so on through 
the whole list of technical specialties. 
Even the pediatrician must cope with 
the peculiarities of rigid and often inter- 
fering grandparents! 

Gynecology has been defined as that 
branch of medicine treating with the 
constitution and diseases of women. In 
actual practice it has become more and 
more limited by assuming that the only 
aspects of women peculiar to her sex are 
her organs of reproduction. However, 
the feminine skin is not identical to the 
masculine cutis. Nor can there be disa- 
greement over the conclusion that the 
feminine and masculine personalities dif- 
fer genetically. Feminine intuition is real; 


the male resents it because it is so often 
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right. Both men and women may become 
depressed or melancholy, though usually 
for quite different reasons. 

Thus in planning the present symposi- 
um we have deliberately applied the 
broader definition to both geriatrics and 
gynecology. Originally it was planned to 
include in this series a paper on the endo- 
crine aspects of the menopause, for this 
phenomenon is part of normal senescence. 
Unfortunately, illness prevented the au- 
thor from completing his manuscript. 
Let me here record my personal thanks 
and appreciation for the generous labors 
of the contributors to this symposium 
and for the instruction we all may ob- 
tain from study of the papers. 

It is realized that comprehensive cov- 
erage of all the aspects of geriatric gyne- 
cology is impossible here because of 
obvious limitations of space and time. 
However, if these invited discussions pro- 
voke thought, stimulate curiosity, answer 
some heretofore unresolved questions and 
provide useful clinical information then 
the generous efforts of our contributors 
will have served a constructive purpose. 
If the symposium appeals as an approach 
to post-graduate education it is to be 
hoped that this is but the first of many 


geriatric symposia in this journal. 




















Uterine Tumors in 
Relation to Senescence 
M. Edward Davis, M.v.* 


VARIAN function in women is limited to a period of about 35 years, 
approximately half of the normal! lifetime. It has its origin at 
puberty at the age of 14 or 15 and terminates with the menopause 

at about 50. The reproductive years are characterized by cyclical changes 
in the uterus which are correlated with the cyclical changes taking place in 
the ovary. The rhythmicity of the menstrual periods is an outward expres- 
sion of these normal physiologic changes. 

The climacteric represents that transitional phase during which ovarian 
activity is slowly extinguished, reproduction comes to an end, and the repro- 
ductive organs begin a slow process of involution. The menopause is charac- 
terized by a sudden cessation of menstruation in only about one in three 
women. In many women an increasing interval between periods may occur 
extending over several years and longer, ultimately to cease completely. In 
still others, the menstrual pattern loses its normal regularity and the bleeding 
periods come at grossly irregular and more frequent intervals so that all 
semblance to normal menstruation is lost. Such irregular menstrual patterns 
have an important bearing on the diagnosis of uterine tumors. 

If no menstrual periods occur for six months or longer, it can be assumed 
that the menopause has reached its end. Any vaginal bleeding which occurs 
after this time is highly significant for it is almost always pathologic in origin. 
Postmenopausal bleeding must always be investigated carefully for in more 
than half of the women who present themselves with this symptom, cancer 
of the reproductive organs is found (figure 1). 

Uterine neoplasms can occur at any time in the woman’s lifetime. Benign 
and malignant tumors are encountered in infants and in advanced senility. 


*Toseph Bolivar DeLee, professor of obstetrics Gynecology, University of Chicago and The Chi- 
and gynecology, Department of Obstetrics and cago Lying-in Hospital. 
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cases, 


However, benign tumors occur most often during the reproductive years, 
whereas the malignant growths have their highest incidence during the cli- 
macteric. Thus, the decline of ovarian activity and the slow atrophy of the 
reproductive organs do not extinguish the stimuli to neoplastic growth. 


UTERINE MYOMAS (FIBROIDS ) 


Bic: are the common tumors that are encountered in the uterus. Statis- 
tically, at least one of every five women will develop these neoplasms, although 
the vast majority need never be inconvenienced by them. They make their 
appearance most often in the late twenties and early thirties and their active 
growth is limited to the period of ovarian function. New tumors do not 
develop after the climacteric but existing new-growths are often first recog- 
nized at this time. The extinction of ovarian function results in a slow regres- 
sion of the tumors although they do not disappear completely. Thus, they 
are dependent on ovarian activity and it has been suggested that their growth 
has been induced by estrogenic stimulation. There is little evidence to sub- 
stantiate this theory although it is not unlikely that their development is 
favored by abnormal hormonal influences. 

Myomas occur most often in women who have had no children. Although 
infertility is definitely associated with these neoplasms, there is little evidence 
to support the idea that they are the cause or the effect of the sterility. Cer- 
tainly many women who have myomata become pregnant and raise sizable 
families. 

Pathologic characteristics. Myomas appear as small seedling growths 
near some of the vessels in the myometrium. They may arise from the muscle 
cells in the vessel wall or adjacent to it. They are always multiple and more 
numerous than a superficial inspection will disclose. The individual neoplasms 
vary in their rate of growth in the same uterus and in different individuals. 
Negro women have a higher incidence of these benign tumors than white 
women. The tumors grow more rapidly early in life than near the menopause. 
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Usually one or several myomas will outstrip the others to become promi- 
nent nodules in the wall of the uterus, on its surface, or in its cavity. These 
tumors grossly deform the uterus and give to it the nodular appearance of a 
large irregular potato. The cervix may be the site of one or more tumors but 
this location is not common. The myomatous uterus may fill the pelvic cavity 
or extend into the abdomen to reach the size of a pregnancy near term. Huge 
tumors are rare in these days of more widespread medical care. 

Myomas are made up predominantly of muscle tissue but they acquire 
connective tissue from their environment as well as from a replacement of 
muscle cells by fibrous tissue. They do not have a true capsule but acquire a 
pseudo-capsule by a compression of the surrounding connective tissue. These 
neoplasms do not develop an adequate blood supply so that they are dependent 
on their environment for nutrition. As they increase in size and become more 
detached from their myometrial origin, their blood supply becomes less and 
less adequate. This results in degenerative changes common in all tumors. 

Ali forms of necrosis are seen in fibroid tumors. Hyalinization and a loss 
of cellular pattern is most common. Edema, liquefaction with cystic forma- 
tion, calcification, infection, and red degeneration are encountered frequently 
(figure 2). The character of the degenerative process depends on the rapidity 


Fig. 2. Degeneration and _ lique- 
faction in a large myoma in 65 
year old woman. 





of the circulatory failure and the location of the tumor. Thus, inadequate 
nutrition results first in death of muscle cells and replacement by connective 
tissue. Later connective tissue disappears and more and more hyaliniza- 
tion appears. 

Classification of myomas. The direction of growth determines the ulti- 
mate location of the tumors and their classification. All tumors arise in the 
wall of the uterus and if they remain incorporated in the uterine wall they 
are designated as interstitial tumors. These are likely to produce few if any 
symptoms, leading simply to a progressive enlargement of the uterus. 
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They may grow toward the surface and become subserous myomas. Such 
a tumor may ultimately retain its attachment to the uterus only by a pedicle. 
Pedunculated tumors are likely to undergo torsion, leading to necrosis of the 
growth because of an interference with its blood supply. Sudden torsion of a 
pedunculated tumor may give rise to symptoms and signs of peritoneal irri- 
tation. The tumor may increase in size rapidly and become tender to palpa- 
tion. Exploration may become necessary to determine the cause of such an 
‘‘acute abdomen.” The tumor may lose its attachment to the uterus completely 
as a result of torsion and necrosis and become parasitic, acquiring a secondary 
blood supply from somewhere among the environmental viscera. 

The neoplasm may bulge into the uterine cavity altering its configuration 
to become submucous in location. The submucous nodule may become polyp- 
oid as a result of uterine motility and it may even be extruded through the 
cervical os, so that it is visible on speculum examination (figure 3). Sub- 
mucous tumors are notorious for the profuse uterine bleeding that they induce. 
ven very small tumors may result in the slow exsanguination of the patient. 
In addition, the polypoid tumor may cause lower abdominal discomfort 


resembling the pain of dysmenorrhea. 


Fig. 3. Small polypoid myoma in 
an elderly woman which had_ re- 
mained quiescent for years. She 
began to develop colicky cramps 
and secant but recurring bleeding. 
On speculum examination — the 
cervical os was partially dilated, 
exposing the tumor nodule. 





Some subserous tumors grow outward between the leaves of the broad 
ligaments. These intraligamentous tumors cause uterine fixation and pain, 
whereas most myomas are not painful. 

During senescence one is most likely to encounter myomas that have been 
present for years and have remained entirely quiescent. Existing tumors 
undergo slow involution with the cessation of ovarian activity and the decreas- 
ing blood supply resulting from progressive uterine atrophy. Most of the 
nodules become extensively hyalinized and a rare one may become completely 
calcified. Unless these tumors are sufficiently large to produce symptoms 
because of their size, or pressure because of their location, they need not be 
disturbed. A calcified nodule may be discovered for the first time when x-ray 
studies of the lower abdomen are made. 
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Malignant change in a myoma in the postmenopausal period is so rare 
that the removal of quiescent tumors is not justified. Sarcoma is more 
likely to develop in an actively growing tumor, but here, too, it is a very 
rare complication. 

Uterine fibroid tumors may cause symptoms in the senescent period 
because degenerative changes make themselves evident as the involutionary 
changes continue in the reproductive organs. Their environment may be 
disturbed by these same retrogressive changes. If a tumor nodule increases 
in size, or if it becomes tender on palpation, surgical removal of the uterus is 
usually warranted. 

A small submucous tumor, although extensively calcified, may erode 
through the mucosa and cause uterine bleeding (figure +). Its appearance 


Fig. 4. Huge submucous tumor 
which had been present for years 
in a 60-year old woman. Uterine 
bleeding occurred and continued 
for several months almost exsan 
guinating the patient. 





in the uterine cavity may induce uterine contractions to such an extent that 
the tumor produces dilatation of the cervical os or it may even be pushed 
through the cervix. Such changes in the tumor provoke bleeding which may 
continue for days and weeks. It is likewise associated with lower abdominal 
discomfort simulating uterine contractions. Hysterectomy is usually indi- 
cated after study of the patient and adequate blood replacement in order to 
reduce the hazards of surgery. 

Diagnosis and treatment. Myomas are usually discovered on_ pelvic 
examination which has been carried out as an integral part of a routine physi- 
cal examination or because the patient’s complaints implicated the pelvic 
organs. In many patients a history of the presence of myomas can be elicited. 
Tumors that cause no symptoms need not be disturbed. If the uterus and the 
nodules are sufficiently large to produce pressure on environmental viscera, 
their removal may be indicated. Exceptionally large tumors are better out if 
the patient’s general physical condition warrants a major surgical procedure. 
Myomas that have been symptomless and suddenly become tender and 
increase in size should be investigated. 
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Contiguous adnexal pathology should be evaluated seriously and most 
often warrants surgical exploration and the removal of uterus and adnexa. 
In the patient in whom it is difficult to define the origin of a tumor nodule 
and where the diagnosis cannot be established with certainty, an operation 
is the safest procedure if the patient is a good surgical risk. 

Uterine bleeding in the postmenopausal patient with a myomatous uterus 
must be investigated promptly. It must not be assumed that the myomas are 
responsible for the bleeding for it is more likely that other coexisting pathol- 
ogy is the cause. In the absence of cervical pathology, a uterine adenocarci- 
noma may be responsible for the bleeding. Endometrial and cervical polyps 
are not uncommon in women who have myomas and these may be the etiologic 
factors. It is necessary to do a diagnostic curettage promptly in order to 
establish a diagnosis and the subsequent treatment will depend on the findings. 

Lastly, if it becomes necessary to subject the postmenopausal patient to 
surgery because of uterine or adnexal pathology, the operation should con- 
sist of the removal of the entire uterus and both tubes and ovaries. To leave 
an ovary or the cervical stump at this time of life is rarely justifiable in the 
light of our present interest in decreasing the hazard of cancer. 


CANCER OF THE UTERUS 


jon cancer is the most important neoplasm in the female. In frequency 
it is almost as common as cancer of the breast and together they comprise the 
most serious hazard to the senescent woman. Furthermore, these malignant 
tumors can be cured in their incipiency and their exposed locations should 
make them vulnerable to early and easy diagnosis. However, too many 
patients with cancer of the uterus are seen late in the course of the disease 
when it is no longer confined to the uterus and treatment is difficult and less 
rewarding. It behooves every physician who cares for women during their 
second forty years to become familiar with the symptoms and findings of 
uterine cancer and to alert his patients to be on their guard for these symptoms. 

Cancer of the uterus is encountered rarely in women under thirty. It 
increases in frequency during the fourth decade but its peak incidence is 
between the ages of forty and sixty. Unfortunately, these are the years of the 
climacteric which occur early in some women, late in others. The slow extinc- 
tion of ovarian activity is often associated with irregularities of the menstrual 
function. Women have come to accept abnormal vaginal bleeding as part of 
the menopause. Unfortunately, bleeding out of the normal pattern is the 
only important symptom of cancer of the uterus. Thus, physiology and folk- 
lore have conspired to mask the early diagnosis of cancer of the uterus. 

Etiology. Much has been written about the predisposing factors of cancer 
of the uterus and yet there is little scientific data concerning this subject. 
Childbearing does not play an important role for many women who have had 
no pregnancies develop cancer. The trauma of childbirth does not predispose 
to the development of cancer of the cervix. Cervical infections do not play 
a role. 
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There has been some correlation between the incidence of cancer of the 
corpus of the uterus and the late onset of menopause. The implication here is 
that the long period of ovarian activity may serve as the stimulus to neoplastic 
growth. A practical consideration in this regard is that women who are still 
menstruating in the hfties deserve more careful supervision than that cus- 
tomarily accorded women at this period of life. 

Pathology. There are three separate iocalities in the uterus which may 
give rise to malignancy. The most common site is that portion visible on 
speculum examination and covered by squamous epithelium, the portio 
vaginalis. In five of six cancers of the uterus this area is involved. In one in 
six patients the neoplasm has its origin in the endometrium lining the uterine 
cavity and it is an adenocarcinoma. Rarely, perhaps no more often than in 
one per cent of patients with cancer of the uterus, the glandular lining of 
the endocervical canal is the seat of a primary uterine adenocarcinoma. ‘his 
relative immunity of this portion of the uterus which is subject to intec- 
tion and cystic changes in its mucous secreting glands emphasizes the 
fact that irritation does not play an important role in the causation of 
uterine malignancy. 

Squamous cell cancer of the cervix begins as a local lesion, most often at 
the junction between the squamous epithelium covering the portio and the 
tall columnar epithelium lining the endocervix. The rapidity of growth must 
vary widely in different patients depending on cellular origin, age of the indi- 
vidual, and local conditions. There has been considerable evidence that the 
abnormal growth may be limited to the epithelial layer, intra-epithelial or 
pre-invasive cancer, for several years or longer. These lesions can be recog- 
nized only by extensive histologic examination. 

As the local abnormal proliferation continues, invasion of the underlying 
tissue occurs early. The surface lesion tends to be granular, friable, and bleeds 
easily on contact. The growth may slowly replace the cervix developing in a 
typical cauliflower pattern. It may slowly extend to the vaginal walls adjacent 
to the cervix. 

Early in the course of its growth, metastatic cells are transported to the 
pericervical tissues and regional lymphatics about the cervix. Inflammation 
is an early feature of cervical cancer so that inflammatory cells likewise find 
their way into the lymphatic system. The cervix loses its normal mobility and 
becomes rather fixed in position. This pericervical fixation may mean lym- 
phatic dissemination of malignant cells or inflammation. 

Extension to the cellular tissues and lymphatics in the parametria or 
bases of the broad ligaments can occur early or late in the course of the local 
lesion. Successively, more distant groups of glands which drain the pelvic 
organs become involved so that ultimately many of the glands along the 
course of the great vessels up to the bifurcation of the aorta may harbor 
malignant cells. 

Distant dissemination of cancer cells may come early or late and is not 
always related to the extent or duration of the local lesion. It is often shock 
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to discover a metastatic lesion in the liver of a patient who has had an 
involvement of the cervix seemingly local in character. It is of interest to note 
that in the first 96 patients who were subjected to radical surgery by Meigs, 
21.8 per cent had positive lymph nodes. 

Late cancer of the cervix consists of extensive destruction of the cervix 
and upper portion of the vagina with crater formation. The environmental 
viscera may become progressively involved with fistulous tracts into the 
bladder or rectum. In the patient who has had little or no treatment, death 
often results from ureteral obstruction and kidney failure as a result of the 
extensive parametrial neoplastic growth. A few patients succumb because of 
extensive metastases in distant organs or cachexia that is characteristic of 
late malignancy anywhere. 

Symptoms. There is only one symptom that is of any importance in cancer 
of the uterus: bleeding out of the normal pattern. In the patient who is having 
regular menstrual periods, bleeding, or spotting between periods, a pinkish 
discharge, or bleeding on contact (coitus, douche, examination) is signifi- 
cant. Prolongation of the menstrual flow and an irregularity in the cycle 
should be accounted for. 

Any gross irregularity in the menstrual pattern at the time of the climac- 
teric must be explained and not ascribed to the ‘‘change of life.” Bleeding 
between the periods, a sero-sanguineous discharge following coitus or a 
douche may mean uterine cancer. Any bleeding, however slight, in the 
postmenopausal period means cancer of the reproductive organs unless this 
can be ruled out. 

Other symptoms of cancer of the uterus occur so late in the course of the 
disease that they are valueless for the recognition of cancer sufficiently early 
so that therapy offers a good prognosis. Purulent discharge is the result of 
infection and necrosis of rather extensive lesions of the cervix. Pelvic pain 
means widespread parametrial extension. Loss of weight and cachexia are 
terminal complaints and bode ill for the patient. 

Diagnosis. The diagnosis of cancer of the uterus is not difficult to make 
if its presence is kept in mind constantly. A pelvic examination must be a 
routine part of every physical examination. It must include the visualization 
of the cervix through a speculum and in good light. The carcinoma lesion is 
hard and indurated in contrast to the rest of the cervix. The surface bleeds 
easily on contact. The positive diagnosis must always depend on the biopsy 
of a suspicious area and histologic examination. 

If the portio of the cervix is smooth and normal in appearance, it is well 
to probe the cervical canal with a small cotton applicator. Bleeding provoked 
in this manner must be accounted for. 

If the cervix and cervical canal are normal in appearance and palpation, 
the patient should have a diagnostic curettage to rule out the presence of an 
endometrial carcinoma. This should be done in a hospital under anesthesia 
so that the entire uterine cavity can be explored with the sound and curet. 


All tissue obtained should be fixed promptly and sent to the laboratory for a 
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diagnosis. Although ovarian neoplasms cause vaginal bleeding rarely, careful 
pelvic examination should be made to determine the normalcy of all the 
pelvic organs. 

The differential diagnosis of abnormal bleeding in the menopausal and 
postmenopausal periods includes a number of pathologic conditions, most of 
which are of no great importance. The patient who has been receiving estro- 
genic hormone in any form may have uterine bleeding. This may come on 
the cessation of therapy or during its continued use. The medication should 
be stopped promptly which should be followed by the cessation of all bleed- 
ing within a week. If the bleeding continues or if it recurs, a diagnostic curet- 
tage is indicated promptly. 

A polyp or several of them may be visualized in the cervical canal on 
speculum examination. These usually arise from the endocervical epithelium 
and are almost invariably benign. It has been our practice to remove the small 
ones by grasping their bases with a dressing forceps and twisting them off by 
rotation of the instrument. The larger polyps may have to be removed in the 
hospital. Obviously, they should be sent to the pathology laboratory for 
histologic examination. If bleeding continues after the removal of a cervical 
polyp or recurs, the patient should have a diagnostic curettage. 

Endometrial polyps are not uncommon at this period of life, and may be 
associated with small myomas. The diagnosis is made at the time of curettage 
for irregular bleeding at the menopause or bleeding after the menopause. The 
diagnostic procedure will usually stop the bleeding. However, if bleeding 
continues in spite of a curettage or recurs again at a later time, hysterectomy 


should be considered seriously (figure 5). 


Fig. 5. A huge endometrial polyp 
arising at the top of the uterine 
corpus and extending to the cer- 
vical os in a 62-year old woman 
who complained of —postmeno- 
pausal_ bleeding. 





Erosions of the cervix rarely bleed spontaneously or on examination. An 
erosion which bleeds on contact should be biopsied adequately in order to 
rule out the possibility that it is a squamous cell carcinoma of the cervix. 
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Submucous myomas may be so small that they do not alter the size and 
contours of the uterus. These may become necrotic, or they may become dis- 
located from their environment and cause uterine bleeding. A diagnostic 
curettage during which the uterine cavity is carefully explored will usually 
reveal the irregularity produced by the nodule. 

Tuberculosis of the cervix is rare, but it may involve the endometrium 
more often. It is almost invariably secondary to tuberculosis of the peritoneum 
and fallopian tubes or a focus elsewhere in the body. Again, the diagnosis is 
made by the examination of the endometrium obtained by curettage. 

Ovarian neoplasms, benign and malignant, occasionally provoke uterine 
bleeding. The rare granulosa cell tumor is almost invariably associated with 
a recurrence of bleeding because it produces estrogenic hormones. The pres- 
ence of an adnexal mass will draw attention to the ovarian pathology as a 
possible cause of the abnormal bleeding. 

Postmenopausal bleeding is occasionally a prominent symptom in hyper- 
tension and vascular-renal disease. The sudden appearance of vaginal bleed- 
ing concurrent with the development of hypertensive disease should raise 
suspicion of its systemic origin. In some women hemorrhage may appear in 
other vulnerable areas such as the eye. However, an absolute diagnosis can 
be made only after a diagnostic curettage fails to reveal uterine pathology. 

Vaginal smears in the diagnosis of cancer of the uterus are used exten- 
sively since their introduction by Papanicolaou and Trout. The most useful 
function that they serve is to screen large numbers of women who have no 
symptoms especially during the years when cancer of the uterus is most fre- 
quent. When a suspicious or positive cytological picture is found, the patient 
is examined carefully, any suspicious lesion of the cervix is biopsied and a 
curettage done. Treatment for cancer of the uterus is almost never instituted 
on the basis of a cytologic report. It is important that a well-trained cytologist 
examine the vaginal smears in order that this procedure is of value in our 
diagnostic armamentarium for cancer of the uterus. 


TREATMENT 


Cancer of the cervix. Irradiation is still the sheet anchor in the therapy 
of cancer of the cervix. During the past decade a good deal has been written 
about the surgical approach to this problem. The great advances of medicine 
and surgery have extended the surgical horizon almost beyond limits. There 
are few organs and parts of the body which are immune to successful partial 
or complete extirpation. Senescence and the ravages of chronic disease are 
no longer unsurmountable barriers. It is not surprising, therefore, that cancer 
of the uterus which remains confined to the pelvis for a long time should be 
subjected to renewed surgical exploration. 

Irradiation will destroy the local cervical lesion effectively and with little 
hazard to life. However, it has several real disadvantages. There is consider- 
able doubt in the minds of many that it will destroy lymph node metastases. 
Irradiation damage to environmental viscera, particularly to the bowel, is a 
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real hazard in spite of the best technique. There is always a possibility that 
deep-seated neoplastic cells may survive locally in spite of adequate irradiation. 

Irradiation therapy has made notable improvements. Better methods of 
radium application as well as physical means to measure dosage more 
accurately have made it possible to increase total dosage without increasing 
the hazard to normal pelvic organs. New sources of irradiation are being 
developed. Cobalt has been applied locally and it will soon be used in a bomb 
for external therapy as x-ray sources are used today. A great deal of research 
on isotopes is in progress and these sources of irradiation may become avail- 
able in the treatment of cancer of the uterus. 

The end results of therapy of cancer of the cervix are measured in five 
and ten-year cures. This means that the patient is alive and apparently free 
of recurrences at the end of five or ten years. However, this yardstick for 
evaluating the results of therapy is not entirely satisfactory for there is an 
increasing number of women who have been treated so successfully that they 
are free of malignant disease for ten years but eventually succumb from the 
original neoplasm. 

The cure rate varies with the extent of the lesion at the time treatment 
is first instituted. An early localized carcinoma of the cervix without exten- 
sion to adjacent areas, Stage I, will show a five-year cure rate of 70 per cent 
if adequately treated by irradiation (Radiumhemmet). On the other hand, 
this good result drops to 51.8 per cent in Stage II where the neoplasm has 
extended to the tissues about the cervix and the parametria, although super- 
ficially it is still a cervical lesion. 

In the several clinics where some patients with Stage I or II cancer of 
the cervix are subjected to radical surgery the results compare favorably with 
those obtained by irradiation. Thus, Meigs feels that the mode of therapy 
in these patients is a matter of choice for the individual who is to care for the 
patient. However, the very obese or the very old patient with diabetes or 
heart disease is a poor risk for extensive surgery, and is better treated by 
irradiation. 

Advanced carcinoma of the cervix with local extension to the vagina and 
lymph node metastases is difficult to treat by irradiation or surgery. The 
progress of the neoplasm locally can usually be arrested by irradiation. How- 
ever, the metastases in local and distant lymph glands are difficult or impos- 
sible to destroy by radium or x-ray. It is in these patients that Brunschwig 
has advocated mass resection of the pelvic organs, including the removal of 
the environmental viscera that are involved in the neoplastic process. He has 
removed the bladder and rectum and implanted ureters in the bowel, thereby 
stripping the pelvis clean of all structures and tissues which might harbor 
malignant cells. Unfortunately, most of these patients who have a “complete 
pelvic exenteration” operation have distant metastases which result fatally 
in a short period. However, a limited period of survival in a fair degree of 
comfort may justify such radical procedures, and a rare patient may be cured 
of her fatal disease. 
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It is not the purpose of this discussion to describe the technical phases 
of irradiation therapy. However, some general observations may be pertinent. 
Effective irradiation therapy requires the cooperative efforts of the gynecol- 
ogist, the radiotherapist, and the physicist. It is a precise method of treat- 
ment and requires no less skill than radical surgery. The average lethal 
irradiation dose for carcinoma cells is known, but it is difficult to determine 
the extent of the lesion so that it may receive adequate irradiation. Further- 
more, it is even more difficult to safeguard normal tissues from extensive 
destruction. 

Radium and x-ray therapy are usually combined in various ways. X-ray 
therapy is often used preliminary to the intracavitary radium treatment in 
the presence of grossly ulcerating cervical lesions with infection. In these 
patients external irradiation will favor some regression and healing of the 
local lesion and reduce the hazard of infection. Small lesions confined to the 
cervix are usually treated first by radium. 

The amount of intracavitary irradiation varies considerably. The whole 
length of the uterine canal is treated by tandem applicators, although most 
of the radium is applied to the cervix and the vaginal vaults by various appli- 
cators which are designed to distend these vaults and bring the radium as 
close as possible to the bases of the parametria. In the Stockholm technique 
three different applications of radium are used at weekly intervals and the 
patient will recéive a total dosage of 6,000 or 8,000 milligram hours. 

X-ray therapy is designed primarily to deliver irradiation to the tissues 
lateral to the cervix and to the parametria. It is desirable to deliver to the 
lateral pelvic walls a tumor dose of 3,500 to 4,000 r in four or five weeks. 
There has been considerable doubt whether the primary or ileac group of 
nodes can be reached by external irradiation. Fletcher has devised an inter- 
esting new technique whereby multiple small beams of x-rays are directed at 
these areas in a way that a higher depth dose can be obtained without damage 
to normal tissues. 

Cancer of the corpus. Adenocarcinoma of the corpus of the uterus is likely 
to remain a local lesion confined to the uterine wall and its cavity for a longer 
time than cervical cancer. When extension occurs outwards it may grow in 
the direction of the cervical canal or fallopian tubes. Ultimately, the para- 
metrial tissues and glands become involved so that the enlarging uterus loses 
much of its mobility. Lymph gland involvement follows the general pattern 
seen in cancer of the cervix (figure 6). 

Many factors influence the rapidity of growth of the neoplasm, among 
which are the histologic character of the new-growth, the age of the patient 
and the presence of infection. In general, it can be said that the more nearly 
the histologic pattern favors normal glandular epithelium, the slower the 
progress of the lesion. The highly undifferentiated cellular patterns are often 
found in rapidly advancing tumors. An attempt has been made to grade 


corpus carcinomas according to the histologic findings. 
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Fig. 6. Adenocarcinoma of the 
corpus of the uterus in a woman 
70 years old who had _ vaginal 
bleeding for at least a year. Note 
that the growth has replaced a 
good part of the corpus but there 
Was no apparent extension to the 
cervix, fallopian tubes or regional 
lymphatics. 
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Surgery has been the most common method for the therapy of cancer of 
the uterine corpus. This is due to the fact that this lesion was considered less 
sensitive to irradiation than cervical cancer and that it remains localized to 
the uterus for a long time. Neither of these contentions is entirely accurate. 
In some clinics the patient is first treated with intracavitary radium receiving 
3,000 to 5,000 milligram hours and an operation is done six or eight weeks 
later. In other institutions surgery is followed by external irradiation. There 
is little evidence that irradiation before or after surgery increases the likeli- 
hood of a cure, although preoperative irradiation in patients who have a large 
tumor growth will produce a marked regression of the lesion and decrease 
the hazard of infection. 

The increased safety of radical surgery in senescent individuals should 
lead to more extensive surgery in cancer of the corpus. The operation should 
include the removal of the reproductive organs as widely as possible including 
a liberal cuff of vagina and pelvic node dissection such as is carried out today 
in cancer of the cervix. Such complete procedures will increase the five-year 
cure rate from the present 65 per cent, which is far too low in this favorable 
malignant lesion. 

Management of the advanced cancer patient. The medical care of the 
patient with progressive cancer of the uterus is not an easy task. Irradiation 
should be used to stay the progress of metastases, although the ultimate out- 
come is inevitable. Symptomatic treatment ‘should keep the patient as com- 
fortable as possible. 

It is well to discourage the patient from taking to her bed and to keep her 
ambulatory as long as possible. To this end the early use of narcotic drugs 
should be discouraged. Mild analgesic drugs may provide relative freedom 
from pain. 

The necrotic ulcerating lesions in the vagina may be less offensive if a 
daily douche is administered. Bladder infection may be combated by the use 
of one of the sulfa drugs. 
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Eventually morphine or one of its derivatives are the only drugs which 
will keep the patient comfortable and allay some of the mental anguish asso- 
ciated with a hopeless disease. In some patients the intractable pain in the 
pelvis, back and lower extremities can be relieved effectively by chordotomy. 

Endocrinal therapy has not been successful in the treatment of cancer of 
the uterus, although androgens are used occasionally. 

The patient with terminal cancer is a difficult problem for her family and 
her doctor. The kind, considerate medical attendant can do so much to make 
the last days more tolerable and in a measure he will compensate for our 
inability to learn the cause and the cure of this dread disease. 


SARCOMA OF THE UTERUS 


Reece comprise about four per cent of uterine malignancies and occur 
most frequently during the fifth decade of life. They are rarely diagnosed 
prior to operation because they simulate uterine myomas. 

These neoplasms may involve any portion of the uterus. The tendency is 
to spread by direct extension and by the blood stream as well as by the 
lymphatics. This may account for early distant metastases in some patients. 

The majority of sarcomas arise from the myometrium. Rarely, a tumor 
may have its origin in the stroma cells of the endometrium. Sarcomatous 
degeneration in an existing myoma is rare, occurring no oftener than in 0.5 
per cent of all tumors. Many cellular myomas have been erroneously diagnosed 
as malignant. 

The symptoms may be those seen in a myomatous uterus. Postmenopausal 
bleeding is rather rare. The presence of a tumor nodule which is increasing 
in size in the postmenopausal period should be regarded with suspicion. 
Tenderness of the growth and pressure symptoms on adjacent structures are 
important. Most often the diagnosis is made at operation or in the patho- 
logical laboratory. 

The removal of the uterus and adnexa is the only logical treatment. 





Tracheotomy in Surgery” 


N the care of aged, debilitated patients undergoing formidable operations 
I upon the alimentary tract, the employment of tracheotomy on slight prov- 
ocation during the postoperative period has proved a life saving procedure 
for many patients too ill or weak to cough. When a patient has a tracheotomy 
tube in place, the special nurse can “bronchoscope” him repeatedly causing 
him little inconvenience. 


*Owen H. Wangensteen: The surgeon’s approach to the problem of alimentary tract malignancy. 
Journal-Lancet 70: 415, 1950 











Dermatologic Problems 
of Aging Women 
Alice E. Palmer, m.v.* 


ANY skin problems presented by aging women may be encountered 
in persons of either sex in younger age groups. Among such con- 
ditions are psoriasis, rosacea, discoid lupus erythematosus, and 

lichen planus. Still other cutaneous difficulties of older women, such as stasis 
dermatitis and herpes zoster, manifest themselves in a similar manner in 
aging men. Then, there is a large group of conditions peculiar to the aging 
woman alone. This includes dermatoses involving the perineum, and the 
mammary areas, and in addition, the large group of conditions related to 
cosmetic problems. The latter group has been more or less ignored by phy- 
sicians, and has brought about the advent of a horde of modern pat- 
ent nostrums. 

To understand the various cutaneous problems of the older woman, it 
is well to have a basic comprehension of some of the contributing factors in 
a given dermatosis. First of all, the aging skin tends to heal more slowly. 
Another factor which commonly aggravates these eruptions is that of the 
pure mechanics involved: the aging individual is frequently not agile enough 
to use adequate hygienic measures. She is sometimes unable to reach her 
feet or her back because she becomes dizzy on bending. Even the taking of a 
tub bath, if no assistance is available, is frequently and necessarily omitted. 
Then, too, there is frequently present in the aged person, man or woman, 
the factor of irascibility, involving a refusal to carry out suggested therapy. 
For all of these reasons, insight, tolerance, and good nursing, together with 
careful medical supervision, are required to correct almost any skin disease 
in the aged. Certain other factors frequently adding to the cutaneous diffi- 
culties of the older woman include corseting, obesity, much sitting, neces- 
sarily poor hygiene, and mucous membrane atrophy. 

Furthermore, the modern elderly woman no longer wears multiple petti- 
coats, talcum powder, lavender, and parasols. The way she has lived her 
life influences the condition of her skin. We still see many farmers’ wives 
with “farmers’ skin,’”’ but we also see senile cutaneous difficulties which are 
referable to years of golfing, boating, swimming and sunning. We also see 
many elderly women with dermatoses attributable to cosmetic sensitivities, 
particularly nail polish, perfumes, suntan lotions and hair dyes. The wide- 
spread use of the very hot hair driers intensifies and hastens certain degen- 
erative changes about the face and neck. A woman may sit under a drier for 
a minimum of one-half hour weekly or bi-weekly, while this hot air stream 


‘*Assistant attending dermatologist, Grace Hospital, Detroit, Michigan. 
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pours from the back of her head and swirls over her forehead and cheeks, 
increasing the tendency to early leatheriness, superficial scaling and blotchy 
pigmentation. 

The modern aging woman may also present contact dermatitis from 
plastic hearing aids, or from synthetic materials used in making her den- 
tures, or from a wide range of materials used in her clothing, or in her cos- 
tume jewelry. We have to think in modern terms when taking care of the 
older woman of today. 


Do DEAL adequately with the problems of the aging skin, it is well to have 
in mind a third dimension concept of such skin. Only in this way is it pos- 
sible to appreciate some of the reasons for the appearance and subsequent 
behavior of, as well as suitable treatment for that skin. The aging skin 
exhibits varying degrees of vascular sclerosis, leading to a reduction in the 
nutrition of the organ supplied as well as a slowing in the return of the 
products of catabolism. A result of this is atrophy of the epidermis, with a 
slowing of the usual development of epidermal cells. The skin is thinner and 
the more or less rigid blood vessels are close to the surface. A person with 
such a skin is very susceptible to actinic intoxications. Degenerative changes 
take place in the subcutaneous tissues as well. There is a loss of elastic fibers 
and a degeneration of collagenous tissue, resulting in a thinner corium with 
less resilience. Wrinkles are the clinical manifestation of these changes. 
The general physiology of the skin is also altered. The skin is less able to 
control the body temperature, and cutaneous diseases resolve more slowly. 
The skin loses the live color tone of earlier years and pigment is a little more 
dense in the basal layer. Pigment metabolism is less flexible. In many areas 
there is a localization of pigment accumulation giving rise to the brown 
spots of the aged, sometimes called senile freckles or lentigines. These 
develop chiefly in areas of skin which have been the most exposed to sun 
and wind, as on the face and on the dorsal surfaces of the hands. 

The general atrophy includes a diminution in the size and activity of 
the cutaneous appendages; the sweat and oil glands no longer keep the skin 
moist and oiled. The hairs are fewer and the pigment does not infiltrate the 
follicles. There is still much formation of keratin; but the keratin is not 
softened by the usual sweat and oil and is more adherent. For this reason 
many old people are seen with greatly thickened, dry, horny nails. The skin 
generally is quite dry and often presents dusty scaling either localized in 
patches or diffuse. 

In addition to the degenerative changes mentioned, the senile angioma, 
or “red mole,” is commonly encountered in varying numbers in aging people. 
The cause and clinical significance of these lesions is still in question. How- 
ever, they do not tend to become malignant and their removal by some form 
of superficial cautery is a cosmetic decision. 


. The physician managing the cutaneous ills of the aged has always to 
keep in mind the patient’s general medical condition: Adequate understand- 
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ing of the cutaneous process in question and factors influencing it make for 
better therapy. An individual suffering from edema, jaundice, mental depres- 
sion, nutritional deficiencies, hormonal deficiencies and the like will respond 
satisfactorily and rapidly only if such medical problems are recognized and 
managed concomitantly. 


PRURITUS VULVAE 


‘Pee senile skin is rather readily subject to certain infections. As men- 
tioned earlier, the aging woman presents specific cutaneous problems involv- 
ing the inguinal and perineal areas. The commonest type of infection sus- 
tained by the aging woman is that which supervenes on an intertrigo. The 
organism most frequently encountered is Monilia albicans, the same organism 
which causes an erosion in the webs of the fingers, a common complaint 
among women with fat hands. It also occurs with surprising frequency in 
the axillae and infra-mammary areas as well as in the inguinal areas, and is 
one of the commonest causes of pruritus vulvae et ani. The immobilization 
of the area with corsets, combined with a general lack of air and increased 
warmth, together with some maceration of closely apposed moist skin sur- 
faces predispose to this infection. 

Monilial dermatitis is also seen in patients who have been on certain of 
the antibiotics by mouth. The drug destroys so many of the organisms which 
normally inhabit the bowel and which also normally limit the growth of 
some of the yeasts, that inhibition of these bacteria allows the yeasts to 
flourish. This condition responds rapidly to proper therapy. Agents com- 
monly employed are one per cent aqueous gentian violet applied topically, 
undecylenic acid compounds and dusting powders containing small amounts 
of oxyquinoline sulphate. 

Seborrheic dermatitis, which is frequently encountered in elderly women, 
causes scaling and itching in the scalp, very often in the ears and on the 
nape of the neck, or in the pubic area. This condition is frequently over- 
looked in dealing with the various causes of pruritus vulvae. Ointments and 
lotions containing mercurials, tars, or resorcinol are frequently effective in 
treatment. The scalp must always be treated at the same time for good 
therapeutic results. 

Psoriasis may also make its first appearance on the vulva. In all instances 
of intractable pruritus vulvae where the eruption is a deep salmon color with 
sharply defined borders, the patient should be examined carefully for other 
manifestations of psoriasis, such as pitting of the nails and psoriatic 
lesions elsewhere. 

Neurodermatitis is another rather common cause of pruritus vulvae, 
and warrants more extensive discussion later. It is also imperative that a 
thorough pelvic examination be done on all women with pruritus vulvae. 
In many instances, the irritation is caused by a discharge from within the 
vagina, either as a result of one of the forms of vaginitis or as a result of 
pathology in the cervix or uterus. For many years the average physician has 
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thought first of all of diabetes mellitus, as the most common cause of pruritus 
vulvae. Although this possibility should not be overlooked, the incidence of 
diabetes in unselected cases of pruritus vulvae is small. 

Pruritus vulvae can be caused by other factors than those mentioned. 
One type of dermatitis which is extremely common is the ordinary acute 
contact dermatitis. This is an actual edematous, inflammatory, oozing erup- 
tion which follows the use of irritating substances as soaps, or chemicals 
used in douching. The commonest type of contact dermatitis is that caused 
by the application of strong medication in an attempt to heal some other 
local condition. In every such instance it is necessary to treat the contact 
dermatitis first. 


as, deficiency as a causative factor of cutaneous disease in the 
elderly woman is a much debated subject. The vaginal mucosa certainly 
undergoes atrophy as the years advance and various precancerous or can- 
cerous conditions may arise. Thinning of the mucous membrane of the 
mouth with a whitish appearance occurs but is not often followed by leuko- 
plakia or carcinoma in women. However, at the muco-cutaneous junctions 


Fig. 1. Diffuse vulval mucous 
membrane atrophy showing gen- 
eral whitish appearance. 





of the vulva such lesions are not uncommon. Some of these pre-malignant 
changes are improved by the administration of hormones, particularly the 
estrogen suppositories. Usually such changes occur on areas which have 
frequently or long been involved with some type of dermatitis. The usual 
sequence of events is the development of some form of persistent eruption, 
treated occasionally by a number of doctors, and treated almost continually 
by the patient herself. After a number of months or years the eruption fails 
to respond further to mild medication or to the: patient’s strong applications, 
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and it takes on a whitish, adherent, placque-like look. Often this condition 
is worse in the depths of the folds of skin and is located in the femoro-vulval 
folds or inter-gluteal fold. These areas may eventually develop one or more 
thickened nodules representing a change into a squamous cell carcinoma. 
Extensive leukoplakia of the vulva is called kraurosis vulvae. If extensive 
leukoplakia is present, or if there is anaplasia, vulvectomy should be done. 
However, the diagnosis should be established by biopsy. Severe cases of 
moniliasis, psoriasis and neurodermatitis must be ruled out. In all cases of 
pruritus vulvae it is imperative that the entire skin be examined before mak- 
ing a diagnosis. 


Fig. 2. Intensification of leuko- 
plakic change in’ vulvo-femoral 
folds. 





Varicosities in the vulva may account for circulatory impairment and 
subsequent pruritus just as it does in the legs. Successful treatment of pruri- 
tus vulvae depends on careful general examination and correct diagnosis. 
Much surgery in this area could be avoided, although there are admittedly 
certain conditions where it is the only answer. Malignancy requires a surgi- 
cal opinion. Nerve injection may be used in instances of neurodermatitis or 
uncontrollable pruritus after all sources of etiology have been explored. 

Superficial x-ray therapy in low fractionated doses is of great benefit 
in many instances, but must not be used after a few times. It must not be 
used in treating psoriasis or other conditions requiring general therapy. 


NEURODERMATITIS 


Filccsatiainicibieds is not limited to aging women, but certainly deserves 
discussion because of its frequent occurrence in this group. “Neuroderma- 
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titis’”’ is a term usually applied too loosely to a variety of cutaneous dis- 
orders. The name implies an associated neurosis. This ill-concealed meaning 
often blinds us to other contributing factors in the dermatosis. Atopic eczema 
falls in the category of neurodermatitis, and is frequently seen in elderly 
women. One of the cyclic episodes in the usual history of atopic eczema 
occurs in later life, for reasons we still do not know. We know that people 
with this condition are nervous; but we are gradually coming to recognize 
that the nervousness may be part of the manifestation of the basic difficulty. A 
woman who has this recurrent condition has a history of previous episodes, 
usually beginning in infancy. There is frequently associated a personal or 
familial history of hay fever and asthma. The distribution is characteristic, 
involving usually the periorbital skin and the flexural surfaces of the wrists 
and elbows, but is sometimes generalized. 

Another form of neurodermatitis is the generalized eczematoid dermatitis 
which seems to occur readily in the older person. This dermatitis may be con- 
fluent in areas and maculopapular in others; or it may be so severe as to 
become a generalized oozing, even generalized exfoliating dermatitis. It 
closely resembles atopic eczema in appearance. This form of neurodermatitis 
may have any one of many precipitating causes. Perhaps the commonest 
etiologic factor is the previous existence of a contact dermatitis. The usual 
instance is that of a patient with contact dermatitis of the face, hands or arms 
and “\” of the neck from whatever cause: bleaching agents used in the 
laundry, detergents, hair dyes or other factors. Or it may be, just about as 
often, a patient with a ‘‘stasis dermatitis” of the legs. In nearly each instance, 
if the history is carefully elicited, something happened to cause rapid toxic 
absorption from the involved area. Some primary irritant caused further 
acute contact dermatitis ; or a poorly tolerated topical medication was applied ; 
or the area was exposed to some form of irritating light. Sometimes an x-ray 
treatment or an ultra-violet ray treatment, or exposure to the sun or heat has 
been the necessary trigger to set off a violent generalized cutaneous eczemati- 
zation. In other cases with a previously existing dermatitis, certain drugs may 
cause a toxic dermatitis into which the contact dermatitis readily spreads. 
This is the type of eruption in the aged which requires careful management 
by the physician and adequate nursing care must be maintained. 

A third type of neurodermatitis frequently seen in the aging woman is 
the eruption called nummular eczema. This term means ‘a coin-shaped patch 
of eczema”’ and usually implies that the eruption has the size and shape of a 
silver dollar. In reality, while many of these patches are about that size, many 
others take on elongated shapes especially on the neck, or may become quite 
large. A common example of this is the patch so frequently seen on the nape 
of the neck in elderly women. Of course, in all such instances seborrheic 
dermatitis or psoriasis is first differentiated. When the scalp elsewhere is 
healthy in appearance and just one area is involved, the lesion is called a 
neurodermite. Sometimes the patch enlarges and occupies almost the entire 
occiput and sometimes parietal scalp. Most of these patches have their begin- 
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ning in an innocent way, by an irritation set up, perhaps from curlers, hair 
pins, bobby pins, elastic on hair nets, irritating solutions, or hair driers. The 
patient scratches it, and the area is slow to heal. She then applies medication, 
frequently peroxide or alcohol, or more commonly, ring worm medication. 
A very common form of mistreatment is the application of water “as hot as 
she can stand it.’ The area becomes more irritated and persists over a period 
of weeks. The patient by that time has become so accustomed to an awareness 
of the area and has scratched it so many times that she feels it itching even 
when she is asleep. Such an area may itch even when a patient is in a coma. 
After a period of time, although the irritating agents have been removed, the 
patient has developed a habit of scratching the spot. Various emotions inten- 
sify the “itch feeling,” so that when the patient is ‘‘nervous,”’ that is, under- 
going emotional strain, she releases some of the nervous energy in scratching. 
This is the nummular eczema or neurodermite. 

The same general type of development applies to nummular eczema 
elsewhere. One of the commonest locations for a localized patch of neuro- 
dermatitis is the vulva. The condition characteristically has a marked licheni- 
fication or leathery appearance, coming to an abrupt end at its borders with 
no surrounding dermatitis. It usually exhibits some excoriations and fissures. 
It occasionally oozes and may have scattered, dried crusts of blood on the 
surface from being scratched. This eruption accounts for relatively large num- 
bers of pruritus vulvae cases, especially when the eruption, while being severe, 
is peculiarly limited to one labium. The neurodermite of long standing is more 
difficult to treat than a great many other more violent appearing dermatoses. 
The habit pattern has been established for a long time and is difficult to 
change. In these cases it is helpful to create an actual local anesthetic state 
repeatedly to break the pattern : that is, if it can be determined that the patient 
really wants to change the outlet for release of nervous energy. Since the 
“itch center’ is subcortical it frequently helps a great deal to administer 
thalamic rather than cortical sedatives at night to these people. Most of the 
damage is done at night by scratching deeply while they sleep. These are the 
dermatoses which respond well, as a rule, to strong tar and resorcinol appli- 
cations. 


THE KERATOSES 


de E aging woman, as any other woman, is conscious of her appearance. The 
majority of older people develop various types of scales and papules which 
are more of a problem to the woman than is usually admitted. If the patient 
has had an oily skin and oily hair most of her life, she develops more sebor- 
rheic keratoses and seborrheic verrucae than others do. The seborrheic 
keratosis is not malignant, and seldom becomes malignant. The commonest 
site of its development on the face is the forehead and temples and in the hair 
line. It is a brownish or sometimes grayish, soft, mushy lesion which can be 
scraped off with a knife, leaving a slightly oozing bleeding base. On examina. 
not cauterized, as with trichloraceti¢ acid, carbon dioxide pencil or light elec- 
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oe Fig. 3. Area center upper back in 
pcg SY ae a patient age 69, showing diffuse 
‘ oil and sweat gland disturbances. 
Follicular hypertrophy is prom- 
; inent. A. “Red mole” or telan- 
2D giectasis of Dubreuil. B. Early 
senile keratosis. C. One of multi- 
» Sick : : ple early seborrheic keratoses. D. 
“ Fibroma: a type of scar from an 
ee old folliculitis. 





trodesiccation, the lesion will recur. There is no need to attempt a “thorough 
removal” of this type of lesion thereby making an unsightly scar. Merely 
searing the base suffices. These lesions seldom occur singly. When the skin is 
carefully examined in the area surrounding a large one, many faint, small, 
beginning seborrheic keratoses will be seen. In addition to appearing on the 
face these lesions may occur in large numbers on the trunk. They often occur 
in the cleavage lines of the skin, although this pattern is not always followed. 
They are most numerous on the back, extending into the skin in the axillary 
line, on the under surfaces of the breasts and onto the abdomen although 
usually in lesser numbers. In areas of maceration, as under the breasts and 
in the groin these keratoses may become large and massed, forming a moist 
cauliflower type of lesion. 

The sebaceous adenoma is a common lesion in older women who have a 
long history of oily skin with its attendant manifestations. It is an actual 
enlargement and new growth of acini in the oil glands chiefly about the fore- 
head. The individual lesion is characterized by a yellowish color and a soft 
texture. It resembles a subcutaneous deposit of fatty material. Although this 
condition is not malignant it is cosmetically unsightly, and removal is indi- 
cated. Careful superficial electrodesiccation or the application of trichloracetic 
acid, or the use of liquid nitrogen or solid carbon dioxide are accepted pro- 
cedures. In general, these patients also need topical medication for use on the 
entire face to control to some extent the oiliness of the surface of the skin. 

The seborrheic verruca or wart may occur singly, but usually in great 
numbers on the neck and in the axillae of aging women. These are ordinarily 


quite small and may be just little filiform papules. They occur also down on 
the ““V”’ of the neck, on the upper surface of the breasts and sometimes extend 
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over the mandibles into the preauricular areas. The treatment is usually elec- 
trodesiccation. Some of the smaller filiform lesions may simply be cut off and 
the base lightly cauterized with a: silver nitrate stick in order to prevent 
bleeding. 


, of the common difficulties encountered in women warrants dis- 
cussion, even though it occurs also in men. In some ways: a senile skin 
behaves similarly to a skin showing the changes of late radiodermatitis, in 
that it becomes quite thin and dry. It presents brown blotches and in one or 
multiple areas may undergo a dry hyperkeratosis or scaling. These scales 
usually are flesh colored or grayish and they come off or are picked off 
repeatedly, eventually becoming difficult to remove. If forcibly pulled or 
picked, the area beneath is seen to be thicker than the surrounding area and 
bleeds readily. It occurs with greatest frequency in areas which have been 
subjected to light, sun, and wind. The face and dorsal surface of the hands are 
the most common sites. This is the senile keratosis. Some of the keratoses 
then continue to enlarge. When the new growth tends to grow mainly at the 
border, leaving the center with little nourishment, the lesion takes on the 
appearance of an elevated ring. As the growth progresses the center portion 
eventually ulcerates. This is the so-called ‘rodent ulcer” type of malignancy, 
and frequently takes many years to develop. If it is treated while still of a rea- 
sonable size, it is readily cured. On the face it is easy for a woman to notice 
a lesion which is gradually enlarging and which will not heal over a period of 
months or years. For this reason most lesions of this type are brought to the 
attention of a physician while they are still less than one centimeter in size. 
It is safe to say that all senile keratoses should be treated. It not only improves 
the appearance, and thereby the morale, of the aging woman, but is good 
cancer prevention. These keratoses while still just scales are readily removed 
by simple measures. Carbon dioxide pencil, trichloracetic acid, or even elec- 
trodesiccation or radiation may be used. When a large area is rough and 
“pre-keratotic” the skin can be kept smooth by the application to the spots, 
several times daily, of a keratolytic cream. A simple effective one is: 


Acidi Salicylici erat : oex 0.6 
Sulphuri_ ppt. batty Hes , : Sega . 0.9 
Unguentum aquae rosae : : 30. 


(or other suitable base) : 


However, senile keratoses may also develop into squamous cell car- 
cinomas. The use of the name of the cell type is, however, a microscopic 
diagnosis. It has come to be used in clinical diagnosis because the majority 
of such lesions can be distinguished clinically by a specialist of wide experience 
in this field. However, even the experts cannot always tell the cell type from 
gross examination and whenever the lesion is not obviously a rodent ulcer a 
biopsy is recommended. Wherever possible the “biopsy” should consist of the 
entire lesion. In general, a squamous cell carcinoma is rapidly growing, and 
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grows with equal rapidity throughout; so that on most face lesions, which, 
as mentioned, are usually treated while still small, the lesion is a solid mass. 
These malignancies should, wherever possible, be treated by qualified per- 
sonnel, either surgical, radiological or dermatological. Squamous cell carci- 
oma metastasizes readily and should be expertly managed from the begin- 
ning. 


BOWEN’S EPITHELIOMA AND PAGET'S DISEASE 


A PECULIAR TYPE Of lesion, called Bowen's epithelioma, makes its appear- 
ance in men or women, usually past the age of fifty. It may occur on the skin 
almost anywhere, although it is seen more often about the upper trunk and on 
the legs. It may occur in persons who give a history of long ingestion of 
arsenic and who present other forms of arsenical keratoses; but it may also 
occur in patients in whom there is no history of arsenical ingestion. The 
lesion itself is usually a reddish-brown, elevated, shiny, flat-topped eruption 
with a border exhibiting small nodules. It has the appearance of spreading by 
creeping. Microscopically, the epidermis exhibits malignant change which 
remains peculiarly superficial, showing almost no tendency to infiltrate until 
the lesion attains a large size. This is the condition which has been called the 
“benign epithelioma.” However, if allowed to persist, it may definitely infl- 
trate. Treatment is carried out by excision, destruction by cautery, or by 
radiation. 

Paget’s disease is a highly malignant condition. Its first clinical appear- 
ance may mislead the examiner who does not keep this possibility in mind. It 
appears first as an eczematoid process involving the areola of the breast. 
Vesiculation, pruritus and oozing are characteristic. Before long, it becomes 
apparent that a rapidly growing carcinoma involves the deeper breast tissues. 
The eczematoid condition may be confused with actual atopic eczema, or more 
probably contact dermatitis. The latter condition, involving the nipple and 
areola is not unusual today when many women wear brassieres made of syn- 
thetic materials. When a sensitivity results, the patient usually creates a more 
extensive dermatitis by the application of strong self-medication. It is not 
difficult to decide on a diagnosis of contact dermatitis in 24 to 48 hours, 
simply by history taking and by the use of appropriate procedures in manag- 
ing any acute contact dermatitis. When the eruption tends to be unilateral 
and does not respond promptly to a simple regimen, Paget’s disease must be 
considered. In the light of present-day knowledge, the management of this 


condition is in the surgical field. 


XNANTHELASMA 


X ANTHELASMA is a common problem presented by the aging woman. The 
lesions are elevated papules, oval, smooth, sharply circumscribed, non-hairy, 


yellowish, and waxy in appearance. They represent lipid infiltrations in the 
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skin, almost always on the eyelids. They occur with greatest frequency toward 
the inner canthi. They seldom cause any symptoms but they do represent a 
cosmetic problem. These lesions occur with much greater frequency in aging 
women than in men. The tendency toward xanthelasma seems to be familial. 
The lesions are important not just from a cosmetic viewpoint, but because 
they seem to occur in families with a predisposition to coronary disease or 
other atheroscleroses. The full scope of the physician’s knowledge of lipoid 
chemistry and preventive cardiology is required for these patients. The lesions 
themselves are easily removed by superficial cautery, using any one of the sev- 
eral means mentioned earlier. The patient should be placed on a low fat, low 
cholesterol diet and should also be given daily doses of lipotropic substances, 
as choline and inositol, in addition to whatever endocrines may be indicated, 
as thyroid or sex hormones. 


SENILE PRURITUS 


Masy factors may contribute to the ‘idiopathic’? generalized itching so 
commonly encountered in older patients. Although this condition seems to 
afflict old men more often than it does women, it still constitutes a problem 
for the elderly woman. The causative factors range all the way from external 
irritants as wool, or too much hot water and soap, to local or internal dis- 
orders. Among these are: atrophy, particularly of the sweat and oil glands; 
excessive dryness due to the use of oil removing detergents, as rubbing 
alcohol, most soaps, or just hot water; parasites, as scabies or pediculi; blood 
dyscrasias, as the lymphoblastomas, in which case the pruritus usually is pres- 
ent long before clinical proof of the disease; avitaminoses; subclinical jaun- 
dice; endocrine disturbances; psychoneurosis; central arteriosclerosis; renal 
disease with increased excretion of uric acid and related compounds through 
the skin; poor nutritional states, including mineral imbalance ; reduced ability 
of the skin to store water; internal malignancies; intestinal intoxications and 
diabetes. 

In treating people with senile pruritus the history must be taken in infinite 
detail, and adequate laboratory studies made. General advice given to such 
patients includes bathing instructions regarding adequate spacing of baths, 
moderate water temperature, and the limited use of detergents. A wide variety 
of simple lubricating oils and creams may be used to soften the skin. 

Radiation therapy is of no value in true cases of senile pruritus. Correc- 
tion of toilet procedures, management of underlying disorders, and the use 
of non-narcotic sedatives is indicated. 

In this connection it may be pointed out that in cases of senile pruritus, 
it is thought that much of the itching is central in origin, due to arterio- 
sclerotic changes affecting the “itch center.’ In these patients, more relief is 
obtained from thalamic sedatives as bromides, paraldehyde and_ chloral 
hydrate, than from any cortical sedative. In many cases more relief is obtained 
by this type of sedation than by anything that is applied topically. 
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TREATMENT 


, management of cutaneous disorders in the aging woman is necessarily 
modified to suit the individual patient. The general principles of procedure in 
a given type of dermatosis must be fundamentally understood so that indi- 
cated variations may be made with intelligence. Treatment of conditions in 
which there is edema and vesiculation, as in acute contact dermatitis, or severe 
stasis dermatitis, still means the application of cooling, 
ings. These are made in the usual manner using Burrow’s solution, boric acid, 


unclosed, wet dress- 


or the like. They are applied continuously in severely acute dermatitis, and 
intermittently in less severe cases for an hour at a time several times a day. 
However, in the older woman, care must be taken not to apply cool wet dress- 
ings to too large an area at any one time, as general chilling is readily induced. 
In the usual instance of very widespread acute or subacute dermatitis colloid 
baths are the soak of choice. But in an aging individual this is frequently 
impractical, due in part, as previously mentioned, to the patient’s actual 
inability to get into or out of a tub alone. Often, even with help, this is inad- 
visable, due to the physical effort involved. In such instances colloid sponge 
baths are used together with the application of small wet dressings, first to 
one part for a time, then to another. Drying lotions are also used in combating 
the acute form of dermatitis, and are applied in the time intervals between 
the dressings. 

It is always essential, even when treating the older woman for a dermato- 
logical condition primarily, to understand her other medical needs. Suppor- 
tive therapy in the forms of proteins, minerals and vitamins is added when 
indicated clinically. Other medical care for specihe conditions is continued 
unless a portion of the eruption is on a toxic basis from one of the drugs. In 
such instances an alternate specific drug can usually be substituted. It is 
frequently of great benefit to add crude liver injections. Many of these 
patients’ skin conditions improve when they are also placed on small doses of 
sex hormones. In the aged woman, small amounts of testosterone are fre- 
quently beneficial. 

It is only in the chronic conditions that strong ointments should be used. 
Even then it is safer not to use any strong medication about the face or neck. 
On localized patches of a leathery dermatitis the tar ointments are effective, 
but for large areas it is better to continue to use bland ointments, or preferably 
lubricating creams with no actual medicine added. The usual tendency is to 
overtreat the skin. Whenever there is doubt regarding topical medication, it 
is always better to undertreat. 


—_- changes which occur on the skin following a dermatitis present 
almost as much a problem to the older woman as the original difficulty. Most 


inflammatory conditions leave a residual pigmentation. In the young person 
this is rather rapidly resorbed. But in the older patient the post-inflammatory 
pigment may take many months to disappear. There is no very suitable 
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method of hastening the bleaching process in the older skin, as bleaches may 
serve only to cause a recurrence of the dermatitis. The best method is to do 
as much as possible to prevent any trace of recurrence, since renewed activity 
only enhances the pigmentation. Another condition which follows a derma- 
tosis which causes great concern is increased wrinkling. When a dermatitis 
occurs in an area where the skin is rather loose, the edema separates the sub- 
cutaneous elements and stretches the epidermis. When this occurs about the 
face in a skin already relaxing, the result after healing is a great increase in 
the number of wrinkles and in the size of the folds of the skin. A severe 
dermatitis about the eyes can leave a woman’s face looking much older in a 
short time. Although, in time, some of the damage is repaired, special methods 
of care should be employed. It is in cases of this type that the physician is too 
apt to leave everything to commercial cosmetic advertisements. A few words 
of advice from the physician on these matters mean a great deal to the woman 
patient. Daily use of a good lubricant “‘spatted” into the skin, and followed, 
after gentle removal of the excess ointment, by warm (not hot) wet com- 
presses for fifteen minutes is of marked benefit. Some lubricants which may 
be used are lanolin or cocoa butter creams, soft zinc oxide ointment, or two 
per cent icthyol ointment. 


COSMETIC PROBLEMS 


Tox physician should be well enough informed on cosmetic questions so 
that he does not need to refer his patient to a cosmetic salesgirl. The recog- 
nition and management of the various types of “facial blemishes” has been 
discussed previously. Questions arise concerning the general care of the 
aging woman’s skin. Physicians are called upon to evaluate for these patients 
thousands of commercial beauty aids. For skin care these fall into several 
main classifications : cleansing agents, lubricating or softening agents, astrin- 
gents, bleaches, stimulating agents, and masking preparations. There will be 
no attempt here to go into detail on this subject, but some basic principles will 
be defined. The type of preparations used by a given individual should be 
determined by a knowledge of that individual’s skin. Cleansing the skin is a 
necessary procedure to remove dirt, excretory products and superficial scales. 
The woman with an oily skin should be advised to use water and a non- 
irritating soap daily. However, the usual types of soap cannot be used in the 
presence of an inflammation. In such instances the skin is cleansed with 
simple creams or oils. In an individual with a very dry skin, cream or oil 
cleansing is to be preferred. Sometimes a simple oil-water emulsion is very 
effective. Many of these patients do well on soap substitutes or on super- 
fatted soaps. 

Astringents are used to dry a basically oily skin and they act in several 
ways: as a fat solvent, antiseptic, and mild constrictor. Such preparations 
may contain any one or several of a wide variety of drugs, a few of which 
are: zinc, alum, boric acid, bismuth, glycerine and lime water. 

Commonly used creams have a wide variety of applications. Low melting 
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point creams (“‘liquefying’’) are used chiefly for cleansing; creams with 
higher melting points containing any one or several of a wide variety of 
natural or synthetic fats, such as lanolin, beeswax, cocoa butter, cholesterin 
and many others, are used for their softening and protective effects. Vanish- 
ing creams are used also for their softening effect as well as for their masking 
properties when various powders are incorporated. Creams of suitable types 
are useful in softening and preserving the aging skin. Care must be taken 
that the cream selected does not contain some element to which the individual 
is sensitive. Frequently the type of perfume in a given cosmetic may cause a 
local hypersensitivity response. Or, the perfume may sometimes be a factor 
in increasing the reactivity of the skin to light, especially sunlight, thereby 
resulting in blotchy pigmentation of the face. Of course, any one of the other 
ingredients may cause an allergic response. Where this occurs it is not essen- 
tial for the patient to avoid all cosmetics forever, but only until the reaction 
subsides. When a new cosmetic, lacking the ingredient which is allergenic 
for that patient, is used, she progresses satisfactorily. Some cosmetics are 
available for the purpose of ‘‘stimulating”’ or toning the skin. These are really 
ointments and should be thought of as medical preparations. They do have a 
counter-irritant effect and cause a temporary increase of blood supply to the 
skin, which is desirable in selected cases. Such preparations may contain such 
substances as oil of cade, balsam of Peru, mercury, sulphur, and oil of winter- 
green. They are effective on the leathery skins and on those presenting oil 
gland problems. It must be remembered, however, that they are, for the most 
part, light sensitizers, and accordingly, if used daily over a period of years, 
are potentially carcinogenic. 

The use of the mercurial salts in 


se 


stimulating” and bleaching prepara- 
tions, is dangerous if the preparations are used over large areas frequently 
or for prolonged periods. Certain mercurials and phenols are absorbed 
through the skin and may cause renal damage. 

The masking agents are the ‘foundation creams,” cakes and lotions, and 
the powders. These are all powders incorporated into one or another vehicle. 
In general, when correctly selected as to color and texture for a given indi- 
vidual, they give the skin a smoother, refreshed appearance. These come in 
vehicles especially prepared either for oily, normal, or dry skins. That is, a 
slightly oily base or a non-oily base (“foundation”) either in lotion or solid 
form may be obtained. If the patient uses care to cleanse these preparations 
from her skin daily so that she does not develop follicular concretions, they 
serve a useful purpose. Here again the type of skin as well as the possible 
presence of allergies determines the selection of the cosmetic. These masking 
preparations, by and large, in the absence of allergy, may also be safely applied 
for the purpose of concealing almost all dermatoses of the face, exclusive of 
contact dermatitis. 


+ of the commonest dermatologic questions asked of her physician by 
the aging woman is “Are the estrogen creams any good?” Estrogens applied 
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locally are absorbed to some extent by the skin. Whether it is desirable for 
the patient to receive added estrogens is often debatable. Furthermore, the 
amounts of estrogen in these creams are small and the amount absorbed from 
their application is even smaller. We know that topical application of estro- 
gens has some value in senile atrophy of the vaginal mucous membrane; but 
their effects on the skin of the face are questionable. 

Another major cutaneous problem presented by the aging woman is the 
development of excess hair on the face. In many women a fine facial fuzz 
exists for years which is accepted as normal. In the post-menopausal years a 
few or perhaps numerous, bristly hairs appear, usually about the chin and 
outer edges of the upper lip. For most women, shaving is not a suitable 
answer. Plucking these hairs causes the follicles to enlarge and the hair recurs 
larger than before. Where the hairs are relatively few and rather widely 
separated, electrolysis is a good remedy. Where the hairs are coarse and very 
closely spaced, electrolysis may result in pitting and scarring of the skin. In 
instances where electrolysis is neither desired nor to be desired, these women 
are advised to accept as an added toilet procedure the regular removal of such 
hair either by wax, pumice or chemical depilatories. Most such agents are 
irritating, and their use depends upon individual tolerance. In addition to 
the new growth of hair on the face, the aging woman is confronted with the 
problem of having less hair on her head. 

Although hair loss is socially acceptable when it occurs in the men, it 
constitutes a serious mental, social, and often economic, problem for the 
women. Fortunately, complete hair loss is not so common in women. But a 
diffuse loss is more common than is generally recognized. Women have a 
great advantage in the modern methods of hair curling, which enable them 
to use sparse wisps of hair and fluff and swirl them into a coiffure. The wide- 
spread use of the curling methods prevents the average person, and physician, 
from noticing the extent of a woman’s baldness. As explained previously, 
the very process of aging in the skin involves the cutaneous appendages as 
well. Many of the oil glands which supply the hairs in the scalp become 
atrophic. Some of the hair follicles themselves become atrophic and inactive. 
The hair tends to grow more slowly and has less pigment. The average 
patient accepts these changes without complaint, perhaps using some of the 
newer cosmetic developments, such as hair dyes and curling, for concealment 
as well as for appearance. But in some cases this process of hair loss can be 
slowed: first, by proper management of any actual scalp disease; and second, 
by the correction of contributing nutritional and metabolic conditions. Some 
of the conditions which contribute to hair loss are endocrine disturbances, 
toxemias, vitamin deficiencies (particularly vitamin D) and mineral deficien- 
cies. Where otherwise not contra-indicated, the intramuscular injection of 
crude liver and of calciferol at weekly intervals is beneficial to many of these 
patients. When using calciferol it is important to watch the serum calcium 
level and to administer calcium by mouth concomitantly. As a side reaction, 
the nails will be improved when the patient is on this program: that is, the 
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nails will be less fragile, will grow better, and show less tendency to hori- 
zontal splitting. 

Another major cosmetic problem is the appearance of discolorations and 
multiple varicosities on the legs. Many women with or without large vari- 
cosities present large areas of varicosed venules. These usually appear first 
on the outer surface of the mid-thigh, and often eventually appear about the 
ankles, and just below the-knees. In this day of sheer hose these varicosities 
present a great source of embarrassment. These women should be instructed 
to.avoid round garters, to avoid tight pressure on the thighs by girdles, to 
avoid sitting with the knees crossed, all factors which tend to increase the 
stasis. Wherever possible such patients should avoid work involving long 
hours of standing and walking. 

Where definite large varicosities are present, the patient should be advised 
to seek surgical advice. For the smaller lesions, injection of the main vein 
sometimes suffices. For multiple tiny varicosities electrolysis may be the 
treatment of choice. In some instances, the use of a masking foundation may 
be adequate. 


CONCLUSIONS 


The older woman presents cutaneous problems in three major cate- 
gories: (1) those which are for the most part duplicated in her masculine 
contemporaries, as stasis ulcers and stasis dermatitis, keratoses, fibromas, 
canceroses; (2) those which occur in persons of other age groups, as 
rosacea, psoriasis, lichen planus, and lupus erythematosus; and (3) those 
which are limited exclusively to her own group, as vulvar and mammary 
dermatoses, and the large, frequently overlooked group of cutaneous cos- 
metic problems peculiar to the modern aging woman. The latter group of 
conditions becomes important as never before for two reasons. In the first 
place, more people are living to old age and second, women in the older 
age groups are “getting around more.” They frequently hold important 
positions, often in the public view, including television or the conference 
table, to the extent that their appearance may influence their social and 
economic status. 

It is also true that the majority of women living into old age will 
present, at some time or other, one of the changes in the skin which have 
heen described. 

The physician of today must extend his knowledge of diagnosis and 
treatment in this field so that he is better equipped to aid this growing 
group of people. 
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Displacements of the Uterus 


Henry Paul Wager, M.D., F.A.C.S.* 


NDER the comprehensive label prolapse are gathered a variety of inter- 

esting forms which may be arranged under three cardinal divisions : 

(1) prolapse of the entire uterus (figure 1); (2) prolapse of the 

cervix only; and (3) prolapse associated with a cystocele (figure 2), rectocele 
(figure 3) or enterocele (figure 4). 

In prolapse of the entire uterus, the uterus-descends as a whole, the fundus 
following with the cervix. In its descent the uterus occupies many positions 
between its normal anteflexion and complete extrusion (procidentia). 

Second, in prolapse of the hy- 
pertrophied cervix, the uterus de- 
scends slightly in the pelvis while 
the cervix escapes at the introitus. 

Third, prolapse associated with 
cystocele (figure 2) or rectocele 
(figure 3) due to injury to the 
fascia of the anterior or posterior 
vaginal walls with herniation of 
the bladder or rectum respectively. 
If a long peritoneal hernial sac de- 
velops containing intestinal loops, 
an enterocele is present, usually 
posteriorly in the cul de sac of 
Douglas (figure 4). 


ETIOLOGY 





Fig. 1. Prolapse. js E three main factors to be 

considered as the causative agents 

of prolapse are: (1) congenital or imperfect development, (2) birth trauma, 
and (3) retrodisplacements. 


Congenital or imperfect development ; 


Prolapse in nullipara usually falls under this category due to the lack of 
tone and supporting strength of well-developed tissues, and a congenital retro- 
displacement. One must always bear this in mind when surgically repairing a 
prolapse in a nulliparous woman, for these tissues are apt to stretch again 
with a return of the prolapse. Also, a simple hypertrophy of the cervix with 
prolapse should be thought of when the diagnosis of prolapse per se is made. 


* Assistant attending surgeon, Jersey City Medical Center, and assistant attending obstetrician, Margaret 
H>»gue Maternity Hospital, Jersey City, New Jersey. 
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Fig. 2s Cy stocele. ‘ig. . Rectocele. Fig. 4. Enterocele. 





Birth trauma 
A tight firm vaginal outlet, depending upon the integrity of the anterior 
part of the levator ani muscles and fascia is the most important factor in 
retaining the uterus in its normal relationship to the pelvis. This muscle and 
fascia prevents prolapse in three ways (figure 5): 
(1) Retains the vaginal outlet in its position under the pubic arch and 
away from the influence of the intra-abdominal pressure ; 
(2) It gives to the outlet the form of a slit; 
(3) It directs the axis of the vaginal canal forward, instead of downward 
so that the intra-abdominal pressure strikes the pelvic floor at a 90 
degree angle (figure 5). 






UTERO-SACRAL LIG Fig. 5. Normal position, 


UTERO-PUBIC FASCIA 


RECTO VESICAL 
FASCIA 


LEVATOR AN/ M. 


If these functions are interfered with by dilation or laceration of the fibers 
of the levator ani and fascia, it permits the vagina to drop backwards toward 
the sacrum in direct line of the intra-abdominal pressure. The essential intra- 
pelvic supports of the uterus are those which keep the fundus forward and 
cervix backwards. The attachment of the vesico uterine peritoneal folds serves 

hold the fundus forward, while the utero-sacral and cardinal ligaments 
serve to hold the cervix back and upward. With these supporting structures 
intact, displacement cannot occur. If, however, any one of these supports 
relax, the cervix drops away from the sacrum in the only possible direction, 
down the vagina. 


Retrodisplacements 


Retrodisplacements predispose to uterine prolapse by its position alone, 
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for its axis is directed toward the pelvic outlet, and the intra-abdominal pres- 
sure exerts its influence in that direction. Continued pressure in that direction, 
day after day, stretches these supports to the point of prolapse (figure 5). 
Post-partum subinvolution, either from infection or uncorrected mal- 
positions are contributing factors in the production of prolapse. Direct causal 
relationship between labor and prolapse has not been established. 


ANATOMY 


, endopelvic fascial diaphragm or upper pelvic fascial floor (figure 6) is 
composed of : 

(a) Pubovesical or pubocervical layer, which is the platform that sup- 
ports the bladder, extending forward from the cervix to the bodies 
of the pubis beneath the bladder. 

(b) The Mackenrodt ligaments or the lateral ligaments of the cervix, 
which extend from the supra-vaginal portion of the cervix and upper 
vaginal vault laterally to the bony pelvis. 

(c) The uterosacral ligaments are the posterior condensation of the 
visceral layer of the pelvic fascia which extends backwards from 
the cervix to embrace the rectum as they pass to their attachments 
to the sides of the second sacral vertebrae. 

These fascial bands radiate 

PUBO VESICAL LIGAMENTS like the spokes of a wheel from a 

. central hub formed by the cervix. 
These ligaments are no more 
than thickened fascial bands in 
the pelvic fascia which cover the 
musculature of the pelvic floor 
and are reinforced by the volun- 
tary muscle fibers from the leva- 
tor ani. These ligaments play a 
very important part in support- 
ing the uterus and vaginal vault. 
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A three of these segments 
_have attachments to the pelvic 
bony structure and to a definite 
CARDINAL LIG RECTUM —_-UTERO SACRAL LIG fibrous or fascial capsule which 
Fig. 6. forms a collar about the cervix. 
The rectovaginal septum is an 
extension of this fibrous capsule which descends from its posterior aspect, 
between the vagina and rectum to terminate in the perineal body. 
The smooth muscle diaphragm is in the base of the broad ligament, inter- 
posed between the endopelvic fascial diaphragm and the upper surface of the 
levator ani muscle. Bundles of smooth muscle radiate from the uterus at 
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the level of the internal os, which are imbedded in fibrous tissue, below 
the upper ‘pelvic fascial floor and enter into the formation of the above 
described ligaments. 

The levator ani diaphragm (figure 7), with its strongest segment, the 
pubo-coccygeus, forms the strongest part of the pelvic floor. This portion of 
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Fig. 8. 


the pelvic floor plays an important part in the maintenance of intra-abdominal 
pressure. It is this part of the pelvic floor which is perforated by the urethra, 
vagina and rectum. 

‘The urogenital diaphragm (figures 7 and 8) is composed of two distinct 
layers of fascia, superior and inferior, between which lie the sphincter of the 
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urethra and the deep transverse perineal muscles. The superficial layer is thin 
and weak and has no important function. The inferior is a tough, fibrous 
membrane, extending from below the arcuate pubic ligament to the ischial 
tuberosities, where it blends with the sacro-tuberous ligaments. The urogeni- 
tal diaphragm is pierced by the urethra, vagina and the blood vessels and 
nerves going to the clitoris. The arteries and nerves are branches of the 
internal pudendal which have emerged from the pudendal or Alcock’s canal. 

The perineal body or perineum contains the insertion from each of the 
diaphragms which constitute the pelvic floor, and lies at the base of the 
urogenital diaphragm between the vulva and the anal opening. It is at this 
point where all seven muscles meet and are fused (figure 8). 


The anatomical consideration of prolapse 

The causes of prolapse, in the majority of cases are the result of child- 
bearing. Uterine prolapses and cystocele following childbirth are the result of 
stretching or tearing or a combination of both, of the endopelvic fascial 
diaphragm and the smooth muscle diaphragm form their attachments to the 
uterus and bladder. In cystocele, the pubocervical segments of these dia- 
phragms beneath the bladder are split between the cervix and the pubis. The 
degree of herniation and prolapse depends upon the extent of injury, the 
position and weight of the uterus, and varying degrees of intra-abdominal 
pressure, but it is facilitated by stretching or tearing of the muscular dia- 
phragm, which in turn enlarges the outlets below. If, in addition, the uro- 
genital diaphragm or the perineum be lacerated the uterus can prolapse still 
further. Stretching or tearing of the rectovaginal septum or portion of the 
endopelvic fascia produces a rectocele and possibly enterocele. 

The uterus is normally held in position by three main supports : 

(A) Superior supports—the round and broad ligaments. The round liga- 
ments prevent backward displacements. 

(B) Middle supports—which are Mackenrodt ligaments, pubocervical 
and uterosacral. These ligaments are the true anchoring apparatus 
of the uterus and vagina. 

(C) Inferior supports—the levator ani, the perineum or perineal body and 
the urogenital diaphragm. These structures are supporting adjuncts. 


DEGREE OF PROLAPSE 


fl oe prolapse is usually of three degrees with or without concomitant 
herniation of bladder, rectum or intestine (enterocele). 

First degree: When the cervix, usually pointing in the axis of the 
vagina, is within the vaginal orifice, having descended to the level of the 
ischial spines. The uterus is usually retroverted, and coughing or strain- 
ing causes the cervix to fall lower. 

Second degree: When the cervix is at or near the introitus. 


Third degree or procidentia: When the cervix protrudes beyond 
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the vaginal orifice. Usually the whole uterus protrudes through the 
vaginal orifice. 
SYMPTOMS 


Most of the symptoms associated with prolapse can be explained on an 
anatomical basis : 


(a) Dragging sensation and pain in the back are due to the weight of 
the protruding mass, traction on the uterine ligaments and 

venous congestion. 

(b) Frequency of micturition and the stress incontinence are due to 
herniation of the bladder wall. Some patients cannot empty the 
bladder until the bladder is replaced with their fingers in the vagina. 
Residual urine produces a perfect background for recurrent attacks 
of cystitis and sometimes tenesmus. Incontinence is the result of 
sphincter atony, more common in elderly patients. The residual 
urine and recurring attacks of cystitis, the dragging downward and 
kinking of the ureters from the progressive prolapse eventually 
causes damage to the upper urinary tract, as, hydroureter, hydro- 
nephrosis and finally definite parenchymal kidney damage. 

(c) Constipation is a direct result of the herniation of the rectal septum 
or injury to the rectal sphincter with direct pressure on the rectum. 
Hemorrhoids and rectal discomfort are from the collection and stag- 
nation of fecal matter in the rectocele. 

(d) Leukorrhea is a very common complaint, which is probably due to 
cervical injury, erosion or uterine congestion. 

(e) Vaginal bleeding—from subinvolution of the uterus pelvic conges- 
tion or from an ulceration of the exposed wall of the vagina or the 
exposed cervix. 

DIAGNOSIS 


The diagnosis is always easy to make. The history dates the onset of the 
discomforts, following childbirth. The patient may state that she has “falling 
of the womb,” in which conclusion she is usually correct. Inspection, as a rule, 
will reveal the prolapse and its degree. Examination of the protruding mass 
is necessary to determine the extent of bladder or rectal descensus. Catheriza- 
tion and sounding of the bladder will reveal the exact position of the bladder. 
Recto-abdominal palpation is necessary for a differential diagnosis of pro- 
lapse from elongation of the cervix. The patient should be asked to stand and 
strain, when the prolapse will make its appearance. The same straining will 
ordinarily reveal any existing cystocele, rectocele or enterocele, should they 
be present. 

DIFFERENTIAL DIAGNOSIS 


i chief source of error is to mistake for a prolapse a simple hypertrophy 
of the cervix. Careful examination will reveal the body of the uterus at its 
normal position in the pelvis, with the depth of the uterus increased and the 
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cervical-corporeal ratio increased from its normal 1 to 2 proportions. The 
posterior vaginal wall is usually in its normal relationship and the bladder 
is not involved. 

Pedunculated or prolapsed uterine or cervical fibroids or polyps may on 
occasion be a source of differential diagnosis. Careful vaginal or recto- 
abdominal examination will immediately reveal the normal position of the 
uterus, with the concerning mass clearly defined protruding through the 
cervical os. 

Chronic inversion of the uterus must always be considered. Palpation of 
the fundus will reveal its disappearance in the pelvis, and upon deep palpation 
a depression may be felt with the abdominal hand at the upper end of the 
vagina, a cup-shaped depression with a hard margin, where the body of the 
uterus should be. 

A large bulging cystocele or rectocele is often mistaken by the patient for 
prolapse of the uterus. Such a cystocele or rectocele may occur with no uterine 
prolapse. This can be determined by the examining finger, which will reveal 
the cervix high in its normal position in the vaginal vault. 

Tumors or cysts of the vagina can be mistaken, but careful inspection will 
reveal the cervix in its normal position and above the projecting mass. 


TREATMENT 


, ee of prolapse with associated cystocele, rectocele or enterocele 
may be considered under two distinct and separate headings ; one, medical or 
palliative and two, surgical. There are a number of factors which must influ- 
ence the management of this condition. The most important considerations 
must be the patient’s age, general health, the degree of prolapse and the asso- 
ciated pathological complications and associated symptoms. Nothing can be 
said of the prophylaxis of prolapse, other than to wage better obstetrical 
care, with the wiser use of instruments and its attendant safeguard of “watch- 
ful waiting’’ obstetrics, and by immediate and proper repair of vaginal and 
perineal lacerations. 

Women in the reproductive age group, who are desirous of more children 
and in whom the prolapse is of first or second degree, are candidates for 
palliative treatment, chiefly with vaginal pessaries, with surgery being 
deferred until after the desire for children has passed. Vaginal delivery fol- 
lowing surgery for prolapse will usually result in a recurrence of the pro- 
lapse, because of the associated trauma to the repaired tissues. In those women 
beyond the menopause, where no medical complication is present, the surgical 
approach is indicated. It is attended with little or no risk, and the result is 
greatly appreciated by the patient. The operation is best done by the vaginal 
route. The technique of choice will depend upon the preference of the surgeon. 

In elderly patients, where general health may make an operation deemed 
unwise, palliative treatment by vaginal pessary or clamp vaginal hysterectomy 
may be the procedure of choice. The age of the patient should not in itself 
stop one from an operative procedure which can be carried out under a local 
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anesthesia and by rapid method such as the clamp vaginal hysterectomy tech- 
nique. Anesthesia for an operation such as this may be done under general 
anesthesia given by a competent anesthethist, for the total operating time is 
brief with the end results accomplished as in other techniques. 

PALLIATIVE TREATMENT 
sitions! pessaries are a-very important instrument to most gynecologists, 
yet so abused by some; still others fail to recognize the value of such an instru- 
ment and advocate only surgical cures. The proper use of vaginal pessaries 
should be understood by all doing gynecology and indeed an important part 
of one’s armamentarium when dealing with this geriatric gynecological prob- 
lem. Surgery alone is not always a cure-all for the aged patient with a prolapse. 
So is it true that one must know the conceded shortcomings of a vaginal pes- 
sary, and use them only in a selected group of cases. 

One must be cognizant of the indications and contra-indications before 
judicial application of the pessary may be employed. It has always seemed 
wise to know the contra-indications, for with these in mind no harm can 
come from the use of pessaries, when used for a proper indication and when 
certain precautions are followed. The chief contraindication for the use of 
the pessary is a relaxed, lacerated, perineal floor. The elevating function of 
the pessary depends on a large measure upon the perineal muscles, and with 
this important platform missing or relaxed, the pessary will offer very little 
if any support. 

An uncomplicated retroversion must be replaced before a pessary is 
inserted, for one should never rely on a pessary for the correction of a retro- 
version. The purpose of a pessary is not to replace a malposition, but to offer 
support to that uterus by stretching the basic supporting ligaments. It is 
axiomatic to say that the further back the cervix is displaced the further 
anterior the corpus must be. The third contraindication is a fixed retroversion 
associated with adnexal disease. 

Certain precautions must be kept in mind when a vaginal pessary is worn. 
Douches are an extremely important part of good care in order to keep the 
vaginal mucous membrane cleansed and to prevent the accumulation or 
pocketing of any secretions. 

The pessary should be removed at intervals of 4 to 6 weeks and the vaginal 
walls closely inspected for pressure necrosis,or irritation. At this time the 
pessary is removed and cleansed. If pressure necrosis or irritation is evident 
the pessary should be left out for a period of one to 3 weeks. The patient is 
asked to return in two weeks after daily douching and the daily use of a 
sulfathiazole jelly which is packaged in single dose disposable applicators,* 
and if no further objective findings are present the pessary can be reinserted. 

The knee chest position can be advocated, for it allows the uterus to fall 
into its normal anterior position and temporarily relieves any existing pres- 
sure. This is particularly true when a ring or other type of pessary is used 
for the prolapse of a gravid uterus. 


*Westhiazole Vaginal, manufactured by Westwood Pharmaceuticals Co., Buffalo, New York. 
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After the initial trial period has been carefully observed, and no untoward 
complications produced, the patient may be seen at 2- or 3-month intervals 
for removing and cleansing of the pessary and observance of the condition of 
the vaginal wall. 

MEASURING FOR A PESSARY 


= approximate length may be ascertained by measuring with the index 
finger, the distance from the posterior vaginal vault or fornix to the inner 
aspect of the pubic arch. The length of the pessary should be a trifle shorter 
than this. The width can be approximated by the roominess of the vaginal 
vault, remembering that the pessary should not press against the vaginal 
vault to the degree of keeping the mucous membrane under taut tension. 

The patient will be the final judge of how the pessary fits, for a pessary 
too small will not keep the uterus in position and probably will fall out; if too 
large the patient will complain of a great deal of pain. 


SELECTION OF PESSARY 


; selection of a pessary must be one that is adapted to the needs of the 
individual in question. One must indeed understand the principles and be 
familiar with the mode of action of a vaginal pessary. The function of a 
pessary is to keep the fundus in a forward position. This is accomplished by 
pushing the cervix backward toward the hollow of the sacrum, and distention 
of the cul de sac and vaginal wails by the flare of the pessary. In so doing this 
the redundant mucous membrane of the vagina is taken up, and the principal 
supporting ligaments are put under tension. This is particularly true in the 
case of the ring or Menge pessary where there is produced a hammock-like 
sling after marked distention of the redundant and relaxed supporting struc- 
tures. The pubic rami aids materially by retaining it within the vagina. 

In cases of prolapse with mild degree of cystocele or rectocele, the ordinary 
ring pessary is most suitable. Large cystoceles with mild degrees of prolapse 
are best benefited by a Gehrung pessary. 

The Menge type of pessary is used in cases of prolapse, but has a distinct 
advantage over the ordinary ring pessary in that it has a stem attachment 
which holds the ring part of the pessary at right angles to the long axis of 
the vagina. 

The Smith-Hodge pessary is used only for cases of retroversion. The 
Findley type of pessary is used for the same indication, and has the advantage 
of being a folding type of pessary in which a section at each end of the pessary 
has been replaced by a soft rubber insert, which permits the pessary to be 
folded lengthwise on itself, facilitating ease of insertion. 


TECHNIQUE OF INSERTION OF A PESSARY 


Live insertion of any type of pessary is an easy procedure, if one remembers 
to apply pressure on the perineum, using two fingers of the non-examining 
hand as a retractor to widen the vaginal orifice. The pessary is then inserted 
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Fig. 9. Ring pessary. Fig. 10. Gellhorn pessary. 
Fig. 11. Menge pessary. Fig. 12. Gehrung pessary. 


obliquely to the vaginal opening, and pushed upward as far as possible to 
the posterior vaginal vault. The fingers of the hand before used as a retractor 
are now inserted further into the vagina and used to guide the posterior rim 
of the pessary behind the cervix, with the cervix coming to be within the 
lumen of the pessary. 

Care is taken to make sure that the inserted pessary has no undue pres- 
sure asserted on the lateral vaginal walls, and that the anterior rim lies behind 
the symphysis. The examining hand is used only to guide the pessary and to 
keep pressure off of the urethra. 


SURGICAL TREATMENT 


i diaats. techniques will not be given in detail, but different procedures 
will be listed and the values of each of the major procedures elicited. Again, 
no one operation or procedure can be labeled as the operation for the cure 
of prolapse, or of a cystorectocele, but rather the evaluation of the patient 
with definite criteria to be kept in mind will guide one in the selection of 
an operation. 
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Certain fundamental factors should aid one in this selection: (1) age of 
patient, (2) desire for future pregnancies, (3) degree of prolapse, (4) size 
of uterus with co-existing pathology, (5) health of the reproductive organs 
and (6) status of the patient as a surgical risk. 

The surgical procedures in vogue today may be listed under two chief 
divisions: (1) those that preserve the function of child bearing, and (2) those 
that eliminate the possibility of future child bearing. 


Group One 

(A) Vaginal plastic repair and suspension of uterus 

This operation is usually performed for extensive prolapse in a young 
woman still capable and desirous of childbearing. The operation consists of 
dilatation and curettage, repair of cervix, with the correction of any existing 
cystocele, or rectocele, and perineorrhaphy. An abdominal approach for short- 
ening of the utero-sacral and round ligaments for suspension completes the 
operation. Subsequent deliveries will necessitate an adequate episiotomy to 
prevent the undoing of the plastic repair. 


(B) Manchester-Fathergill operation 

Some authoritives do not believe this procedure should be done during 
the childbearing period. However, if special care is taken to preserve a good 
portion of the endocervix there is less chance of cervical dystocia developing. 
The operation consists of plicating the Mackenrodt ligaments in front and 
across the cervix after amputation of a hypertrophied, lacerated or diseased 
cervix; repair of any existing cystocele or rectocele, with a wide resection of 
the anterior vaginal wall; approximation of the subvesical fascia and an ade- 
quate perineorrhaphy. This procedure yields excellent results in first and 
second degree prolapse, with or without cystocele. 


Group Two 
(A) Interposition operation (Watkins) 

This is one of the most widely used of all operations for the cure of uterine 
prolapse and severer degrees of cystocele. It should not be done during the 
childbearing period, without sterilizing the patient by salpingectomy. A 
healthy, normal sized uterus must be interposed. Irregular bleeding is a 
contra-indication for this procedure. One grave and serious handicap is 
imposed if at a future date a hysterectomy becomes necessary. The operation 
consists of: 

(a) Dissection and repair of cystocele 

(b) Dilatation and curettage 

(c) Amputation of cervix 

(d) Sterilization of patient if in childbearing age 

(e) Fixation of the fundus beneath the pubis 

(f) Repair of anterior vaginal wall with fixation to the uterus 

(g) Perineorrhaphy 
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(B) Vaginal hysterectomy 
Vaginal hysterectomy remains the procedure of choice in those patients 
past the age or desire of childbearing and in good physical condition to with- 
stand a major surgical procedure. It yields excellent results in severer forms 
of prolapse with the added advantage of removing the uterus from further 
danger of future pathology. Any degree of cysto-rectocele, or enterocele may 
be corrected. It makes very little difference what technique is used, so long 
as one utilizes the basic anatomical supports in his reconstruction. One dis- 
advantage is that it is not possible to visualize intra-abdominal pathology. 

Patients who are poor surgical risks for a long procedure because of age, 
heart disease, diabetes, etc., are good candidates for the clamp vaginal tech- 
nique (Price). The duration of the operation is but a matter of minutes, with 
the end result satisfactory for the cure of the prolapse. Cystocele repair may 
be done at the same time, but the rectocele and perineorrhaphy are done at a 
later date (3 weeks) because of the profuse vaginal discharge that follows 
this operation. 

The Richardson composite operation is a sub-total vaginal hysterectomy 
with the cervical stump interposed beneath the bladder. The objection to 
this procedure is quite obvious, in that it leaves a cervix which at a later date 
may be the site of degenerative changes. 

No vaginal hysterectomy, save for the clamp technique, will cure a pro- 
lapse if one does not reconstruct the cardinal ligaments, anchor the vagina 
and do a good perineal reconstruction. If these anatomical fundamentals are 
not properly repaired, a worse form of prolapse develops 





vaginal prolapse. 


(C) Colpectomy—partial or total 

A surgical procedure to be used in cases of complete prolapse of vagina 
or atrophied uterus. It is applicable to women in the older age group who are 
not desirous of sex relationship. The end result is a closure of the vagina. 
(D) Abdominal fixation 

Fixation of the uterus or vagina to the abdominal wall, is a procedure best 
performed in a nulliparous prolapse, where inherent attenuated tissues are 
present. Occasionally after a procedure of this kind the cervix will hypertrophy 
and reappear to simulate a recurrence of the prolapse. 
(E) Operation for enterocele 

An enterocele must always be thought of when a diagnosis of rectocele is 
made. The differential diagnosis is quite easy, if one will remember to insert 
his finger into the rectum and ask the patient to strain. In case of an enterocele 
the cul de sac hernia will be seen to slide over your finger, while the rectal 
wall remains firm. If a co-existing rectocele is present the bulge of the rectal 
wall can be outlined with the examining finger in the rectum. The cul de 
sac must be completely freed, the contents of the hernial sac reduced, the 
sac ligated and resected and the utero-sacral ligaments plicated in their 
entire length. 











Involutional Psychoses 
Phillip Polatin, M.D.,* and James F. McDonald, m.v.{ 


OONER or later in every person’s life the time comes when all the 
physiologic processes started in the body during adolescence begin to 
slow down. Hormonal secretions which regularly supplied the body 

with energy, fertility and corresponding emotional sensations of well-being 
begin to dwindle. The “change of life,” or a change of functioning within 
the body, with a consequent change in emotional reactions to the body, 
has begun. 

This period, which is called the menopause as it relates to women, is also 
known in a more general application to both men and women as the climac- 
teric or climacterium or the involutional period. Menopause means, roughly, 
a cessation of the menstrual flow. Climacteric or the climacterium refers 
more broadly to the rounding of the top of the ladder of life, with a begin- 
ning of the descent down, while the term involutional period signifies a 
turning back of the bodily functions to the state preceding the development 
of reproductive capacity at puberty. 

Women, usually between the ages of 45 and 50 or 55, begin to stop 
menstruating and become unable to conceive children. Men, usually ten years 
later in life, between 55 and 65, begin to undergo a reduction of sexual vigor 
corresponding to the progressive diminution in energy evident in the various 
other physiological systems of the body; such reduction limits the capacity 
as to frequency, but not otherwise at this age as to effectiveness of the sexual 
function. Because of the glandular and tissue changes that are taking place, 
some women during their menopause may suffer reactions of fatigue, irri- 
tability, tension, anxiety, hot flushes, some restlessness and insomnia. Yet 
all of these symptoms can be controlled most effectively by hormonal replace- 
ment therapy. Many women going through the menopause never experience 
any symptomis at all. In fact, some studies of large groups of women have 
shown that 85 per cent have passed through the change of life without any 
interruption of their daily routine. As for men, the occurrence of such symp- 
toms among them is so negligible as to earn surprise if it is mentioned in 
the medical literature. . 


‘ae actual occurrence of frank and overt psychotic symptoms at the invo- 
lutional period is relatively rare considering the fact that every man and 
woman, at a certain age period, enters this physiological epoch of life's 
development. Even though the endocrine and reproductive glands begin to 
suffer a decrease in functional activity, it is doubtful whether these changes 
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in essential physiologic functions play much of a role in the genesis of invo- 
lutional psychoses. It is generally accepted that the psychological factors 
associated with the involutional period play a great role in the etiology of 
involutional psychoses. 

It is important, therefore, at this point, to discuss some of the factors in 
the psychology of the climacterium. 

There is a deeply rooted unconscious dread with which many people, 
especially women, await the first intimation of the approach of their change 
of life. Largely the dread arises from their emotional conditioning and in 
that sense it is an expression of the emotional patterns and attitudes they 
have developed throughout life, rather than of their glandular alterations: 
the attitude they have toward themselves as physical beings, the narcissistic 
valuation they have placed upon their bodies or their need to prove femi- 
ninity or virility through sex, and the attitude toward past achievements 
and gratifications. There is a tendency to focus all frustrations upon the 
change of life, as if it were a boil within which all dissatisfactions came to 
a head. 

Actually then, a person’s emotional attitude toward the change of life is 
an abridged record of his emotional life-history. If the person has enjoyed 
some satisfactions which have brought a measure of peace and fulfillment, 
there are likely to be no difficulties in adjusting to the glandular and bodily 
changes that come at the involutional period. Many such persons go unno- 
ticed because we tend to concentrate our attention on those who present 
conspicuous symptoms or voice dramatic complaints, or who otherwise affirm 
the old wives’ tales about the dreadful suffering that women in particular 
are fated to endure during change of life. The tale that makes perhaps the 
most fearful impression is that women very often “go mad’ or undergo 
mental or emotional disturbances during the involutional period, the impli- 
cation being that the derangement of the glandular system which a woman 
is helpless to control, may also strike like lightning at her reason. 


ee findings can dissipate these notions entirely. It is true that a 
very few women, and men too, do develop involutional melancholia at the 
change of life, but their illness is also a record of their past emotional history. 
It has not struck like lightning. Invariably these men and women were prone 
to mental or emotional disturbances, which they suffered before the change 
of life, whenever they were subjected to more stress and strain than they 
could bear. The involutional period is merely another strain upon their 
limited capacities for adjustment and hence they become ill, recapitulating 
their past history. Specifically, one reason why many persons have a limited 
power of adjustment is that they possess a poor capacity to grasp the prin- 
ciple of reality as applied to them in their total life pattern, particularly in 
their interpersonal and situational relations. By implication, or overtly, they 
expect and demand the behavior of others to conform to their own desires. 


Frequently along with their poor grip on reality they have an associated 
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hypersensitivity. They are hurt and distressed that other people may feel, 
believe, think, say, or do what is contrary to their own wishes. When people 
and situations do not conform to their implied or actual demands, they suffer 
a sense of frustration or wrong. 

These people fail to see that such efforts to control people and situations 
beyond reasonable limits is an attempt to perform the impossible, a complete 
and harmful waste of emotional and physical energy. Yet they persist in a 
demanding attitude towards others on the assumption that what they want 
is right and should be carried out. They thus dispose to their own satisfac- 
tion of the validity of similar demands that others may make upon them. 
This limited capacity to assess interpersonal and other relations realistically 
in social living is an important forerunner of involutional melancholia, and, 
in fact, at an earlier or later age, of various other forms of personality dis- 
tortion. These persons do not have the insight to limit their efforts to attain- 
ment of what is possible among the many desirable objectives. 

Another common misconception responsible for much of the terror with 
which people face the change of life is that it represents the loss of youth, 
attractiveness, vigor, and power to enjoy sex, with a resultant loss of all 
opportunity to achieve satisfactions that have not already been won. The 
physiological facts are in direct contradiction to the personal fears which 
our culture re-inforces with its idealization of youth. Many women begin to 
enjoy sex only after the menopause has relieved them of their perpetual fear 
of pregnancy. As for men, the reduction of sexual vigor present in well- 
adjusted men after the ages of 55 to 65 certainly does not interfere with 
their capacity for sexual pleasure and with reproductive functioning, though 
it does limit capacity as to frequency of sexual indulgence. \WWhen, on the 
other hand, neurotic men attempting to maintain their previous frequency 
of this function are confronted with one or two difficult experiences in 
achieving or sustaining an erection, they may become frightened. The fear 
of experiencing a repetition of their sexual humiliation can so paralyze them 
emotionally that they induce in themselves a kind of psychic impotence, 
which has nothing to do with their glandular functioning but which is super- 
imposed from without, by their fears. They soon suffer a sexual inertia 
which they attribute to their years. 

The problems of the married woman are complicated by the fact that 
the menopause frequently coincides with the emancipation or complete 
departure of her children for lives of their own. For years she has been 
geared to care for and to serve them. Now her services are no longer needed 
and she finds herself left alone, with long, empty days, feeling useless 
and rejected. 


Au THESE psychological factors represent and determine the occurrence 
and intensity of the menopausal symptoms. These symptoms are in direct 
proportion to the woman’s neurotic tendencies. If the individual has been a 
well integrated, emotionally mature person without complexes and_per- 
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sonality problems she will pass through the menopause without the slightest 
difficulty in spite of the fact that actual physiological changes are taking place. 

The symptoms of mental illness that may be exhibited at the change of 
life occur only in susceptible people who have never preserved some emo- 
tional and physical balance in their lives. Certain characteristics are com- 
mon to the prepsychotic personality of persons who develop involutional 
melancholia. As a rule their interests have always been narrow and have 
grown narrower with the passage of years. Partly this has been their 
defense against the introduction of any changes into their lives, for they 
find it hard to adjust to change. New ideas or new ways are rejected or 
accepted only slowly and grudgingly. Rigid in thinking and in habits of 
behavior, they have been stubborn and opinionated and even intolerant, with 
a limited capacity for friendship and sociability. Their thrift has verged on 
parsimony, for they are overanxious about money and providing for the 
future. In the field of employment they have been routine perfectionists, 
exceedingly conscientious but limited in their scope. They have always been 
extremely fastidious about dress and person, a characteristic also applied 
to the care of children and home. Many of these women have no interest 
in anything outside the home and children, and scrub and clean, wash and 
iron in a day in and day out routine. It is as if they lived only for the perfect 
functioning of the home and the meticulous care of the children. It is no 
wonder that many of these rigid, perfectionistic, socially limited women 
break down into a frank involutional melancholia when their children leave 
to assume lives of their own. In other words, the prepsychotic personality 
of the involutional melancholic may be summarized as a marked compulsive 
character of a particularly rigid nature. 

Regarding the involutional psychoses proper, they are part of the affec- 
tive psychoses in which the emotions are involved, rather than any intel- 
lectual functions. The involutional psychoses are divided into two types: 
involutional melancholia, and involutional paranoid. As was indicated above, 
the etiology of these disturbances is determined psychologically rather than 
rooted physiologically in disturbed hormonal functioning. Some of the psy- 
chological factors have been mentioned in the discussion of the psychology 
of the climacterium and when this is associated with the rigid, compulsive 
character described above, we have the setting for an active development of 
a psychosis at the involutional period. 


; NVOLUTIONAL MELANCHOLIA 
Symptoms: INVOLUTIO AT TELA 1 


The main symptoms of this disturbance comprise a severe, restless, agi- 
tated depression, suicidal ideas, marked fear and apprehension and nihilistic 
and hypochondriacal delusions occurring at the involutional period in indi- 
viduals without any ‘rank psychotic episode prior to the present onset. 

Suicide is the greatest danger in involutional melancholia and conse- 
quently an early diagnosis with immediate treatment with electroshock 
therapy is imperative. 
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Ofttimes the patient will show, for several weeks or months prior to the 
development of overt symptoms, prodromal symptoms of somatic complaints 
associated with fatigability, irritability, restlessness, poor concentration, 
insomnia, poor appetite and loss of weight. There is marked doubt and 
indecision, peevishness, a pessimistic outlook, a tendency to give up things 
of interest and frequent spells of weeping. Often these patients are thor- 
oughly investigated medically for their somatic symptoms without any 
evidence of organic pathology. This phenomenon, which has often been 
called the “somatization of the depression,” is illustrated in the following 
case report. 


A woman patient, 48 years of age, in the involutional period, had been 
divorced after her second year of marriage 20 years before and left with a 
child whom she carefully nurtured in an overprotective, oversolicitous man- 
ner. She obtained a job in a bank, which position she held for 20 years, 
being a very efficient, reliable, perfectionistic employee, highly regarded by 
her superiors. At the age of 47 she began to complain of pain on the left 
side of the face with numbness of the tongue and peculiar sensations in the 
teeth. She became irritable, could not concentrate, was depressed and cried 
a great deal. She lost 20 pounds in weight during the course of three months 
and she visited many physicians who could find no organic pathology. 

Finally a neurosurgeon cut the middle branch of the fifth nerve on the 
left side, an operation which was followed by marked accentuation of somatic 
symptoms with the gradual development of psychotic symptoms after she lost 
her job. She finally attempted suicide and was brought to the hospital for 
treatment with electroshock. Following electroshock therapy, her psychotic 
symptoms disappeared but her somatic symptoms persisted since she now 
had definite pathology as a result of the neuro-surgical procedure, and she 
will have to live with these symptoms for the rest of her life. 


The more overt and conspicuous symptoms of involutional melancholia 
include severe agitation and restlessness, marked depression, anxiety, fear 
and dread, hypochondriasis, and delusions of having committed an “unpar- 
donable sin,’ somatic delusions and ideas of unworthiness and impending 
death. There is a marked tendency to self-depreciation and self-abasement. 
A patient paces back and forth constantly, wailing and whining, wringing 
her hands and beating her head against the wall, bemoaning her fate and 
reiterating in a stereotyped manner, “God, oh God, what will become of me? 
Why did I ruin my family? I am no good. Throw me to the dogs. Kill me. 
I don’t deserve to eat. I am a sinner. I have committed the unpardonable 
sin.”’ Patients may tear at their clothes, pick at their faces or arms until 
they are a mass of sores and may bite their nails in their frenzied, agitated 
state. The whole picture is one of utter dejection, misery and hopelessness. 
Misinterpretations and delusions are evident as the disease progresses. 
Insignificant indiscretions of youth are elaborated into heinous crimes, as a 
consequence of which the patient asks to be tortured and destroyed yet is 
terrified and afraid and often begs for mercy. Hypochondriacal delusions 
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are expressed in such terms as “the intestines are obstructed,’”’ “no bowel 
movement is possible,”’ “there is no stomach” and “body and brain are dried 
up.”” Nihilistic delusions are expressed in such terms as “I don’t exist,” “I 
am just a shell without body or soul,” also, “the world does not exist,” 
“there is nothing.” Hallucinations are very rare in involutional melancholia 
although more common in the paranoid form. The patient’s orientation and 
consciousness usually remain clear and she is generally in good contact 
with her environment with an intact sensorium. Insight and judgment are 
impaired ; although the patient realizes she is not her normal self, she none- 
theless firmly believes in the validity of her ideas. At times, the loss of 
weight is extreme and the patient becomes dehydrated, through lack of 
appetite and thirst. 


Prognosis: 


With the introduction of electroshock therapy the prognosis of involu- 
tional melancholia has changed from a guarded to an excellent outlook. 
About 90 per cent of patients receiving such therapy show a prompt recovery 
and only a small percentage show a subsequent relapse, which, when again 
treated, will show a recovery. 

The cases which remain resistive to treatment and therefore have a poor 
prognosis are those with severe hypochondriacal preoccupation, bizarre delu- 
sions, auditory hallucinations and flattening of the emotions. The more 
rigid and circumscribed the prepsychotic personality, the more guarded 
the prognosis. 


INVOLUTIONAL PARANOID 


; involutional paranoid psychosis, not as common as_ involutional 
melancholia, occurs in individuals at the involutional period without any 
preceding history of any frank psychotic attack. In other words, their first 
overt psychotic episode occurs at the climacterium. Those who develop an 
involutional paranoid reaction are individuals who, in their prepsychotic 
personalities, manifested a tendency to be chronically suspicious, constantly 
questioning the motives and intentions of others, attaching significance to 
trivial and inconsequential details, blaming others for their failures and see- 
ing slights where none were intended. They are inclined to be resentful, 
holding grudges, are obstinate and opinionated, jealous, dissatished, 
unhappy, unforgiving and secretive. 


Symptoms: 


The symptoms of the overt psychosis are similar to the emotional mani- 
festations of involutional melancholia with the addition of ideas of reference 
and paranoid delusions and often auditory hallucinations. The patient is 


tense, restless, agitated, fearful, apprehensive and presents an appearance of 
abject misery. There is wringing of the hands and frequent episodes of 
weeping. The patient expresses ideas that she is being watched, that people 
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are following her, that the neighbors know that she has falsified her income 
tax report and have complained to the F.B.I. who are trailing her, that their 
appearance is imminent and she is terrified when the door bell or telephone 
rings, being convinced she will be arrested or thrown into jail. 

In general, the paranoid delusions of the involutional revolve about a 
single theme, are fairly well organized and lack the fantastic content observed 
in schizophrenia. 

The prognosis of patients with involutional paranoid is less favorable 
than in melancholia, only about 44 per cent showing a recovery with electro- 
shock therapy. Paranoid involutionals with depressive affect and agitation 
have a better prognosis than patients with poor emotional response to their 
delusional content. 

Involutional melancholia resembles considerably an individual attack of 
manic depressive psychosis in the depressive phase. Manic depressive psy- 
chosis tends to recur in cycles and generally the earlier cycles have already 
appeared before the involutional age. Another and ominous difference is 
that the classical manic depressive is characterized by the presence of retarda- 
tion which usually accompanies the depression and markedly inhibits the 
execution of any physical activity including efforts at suicide. The depres- 
sion of involutional melancholia, however, is not accompanied by retarda- 
tion but mainly by agitation and restlessness, which permit an unhampered 
execution of a suicidal intent. The danger of suicide is thus much greater in 
involutional melancholia than in manic depressive depression. Failure of the 
doctor to fully appreciate this and to protect such patients against suicide 
will result in the unnecessary loss of many lives. 


Treatment: 

The specific treatment for both types of involutional psychoses is with 
electroshock which produces a convulsive reaction. For involutional melan- 
cholia the treatments are given 3 times a week for a total of 6 to 10 convul- 
sions. In the involutional paranoid type, the electroshock therapy is given 
also 3 times weekly but for a total of 15 to 20 convulsions. 

We have seen cases of involutional paranoid who recovered incompletely 
on electro-convulsive therapy, and who went on then to a complete recovery 
from all symptoms, with full return of insight by a short follow-up course of 
insulin shock therapy. : 

There are several modes of electric treatment : electro-convulsive therapy, 
electronarcosis, two types of the Reiter electric therapy; the convulsive and 
non-convulsive forms, which with the insulin therapy, may be used effectively 
in different combinations when, exceptionally, a patient does not go on to 
complete recovery with ordinary electric shock treatment. It may be also 
stated that convulsive therapy by the No. 1 Reiter machine may be effective 
in freeing the patient of depression without the attendant aftermath of 
memory defect, which usually results from the older form of electroshock 


therapy. 
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Estrogenic hormones are of no value in the involutional psychotic dis- 
turbances and are used only for the symptomatic relief of the vasomotor 
symptoms in the involutional age period. 

Since there is always danger of suicide in the involutional psychoses, it 
is wiser to admit the patient to a psychiatric hospital for the electroshock 
treatment, rather than to administer it on an ambulatory basis. If the family 
understands the danger of suicide and can give the patient adequate protec- 
tion, there is no reason why the patient cannot be treated on an ambulatory 
basis. Usually the involutional melancholic responds to the electroshock with 
dramatic and spectacular rapidity and often even after the first treatment, 
the patient appears remarkably improved. Generally after the third or fourth 
convulsion, the patient is almost well and there is no longer any suicidal 
danger. Following the termination of shock therapy, the patient should be 
continued on a supportive type of psychotherapy. 





Our Aged and What They Do* 


A considerable reservoir of manpower can be furnished in time of 
critical shortage by the 12,300,000 men and women in the United States 
who are 65 and over. More than two-fifths are 65 to 69, an age when many 
are still able to work, and over one-fourth are 70 to 74, with some pro- 
ductive capacity. In 1950, about 40 per cent of elderly men were in the labor 
force but scarcely 8 per cent of the women. Of the somewhat smaller class 
actually employed, roughly 28 per cent of the men were in agriculture, 19 
per cent in service industries, 17 per cent each in trade and manufacturing, 
and the remainder in construction, transportation, communication, and 
miscellaneous occupations. Approximately 60 per cent of the women were 
in service industries, 14 per cent each in agriculture and trade, 9 per cent 
in manufacturing, and 3 per cent in other pursuits. 


*Statistical Bulletin, Metropolitan Life Insurance Company 32:5-7 1951. 











Pregnancy After Forty 
John Parks, M.v.* 


ROM his very conception the infant born of parents past 40 has an 

environment different from that which he might have had 20 years 

earlier. At this late date in the human reproductive period, the fetus is 
more apt to share his uterine covering with fibromyomata. His attitude in 
utero is more inclined to be influenced by such a condition as a relaxed 
abdominal wall, and his mother has had a greater opportunity to develop 
thyroid disease, changes in her cardiovascular system, or even cancer. Embry- 
onic and fetal development may be influenced directly by local pelvic pathology 
or indirectly by conditions of a systemic nature. During the two decades in 
which he might have been born the infant’s parents have had a greater span 
of emotional experience; their earning powers have changed, and in fact, the 
entire world into which the new baby is born is different. In many respects, 
the infant has post-mature parents. 

The peak of reproductive capacity, as well as the time of greatest obstetri- 
cal safety, occurs in mothers between the ages of 20 and 24. From a statistical 
point of view, it is six times safer to have an infant during the period of 20 to 
24 years than it is between the years 40 to 44. After 45, maternal mortality 
is nine times greater than in the age group of 20 to 24. However, these figures 
should cause no alarm. In the United States, all mothers past 40 have a better 
than 200 to 1 chance of survival in childbirth.’ With the application of mod- 
ern medical and surgical science to obstetric practice, death as a result of 
pregnancy at any age is becoming a rarity. 

Normal pregnancy is not a disease; it is a state of health. Dieckmann has 
said that pregnancy causes no injury to the normal patient.” Death results 
from pathologic circumstances or physiologic accidents, roles in which preg- 
nancy seldom needs to participate. The ability to conceive is an indication of 
some degree of genital health. To give birth to a normal living infant is evi- 
dence of an even greater degree of physical health. The faculty of understand- 
ing and appreciating a newborn infant, throughout all of his growth and 
development, is one of the highest attainments of parenthood. 

A NUMBER of well documented presentations on elderly primigravida*'"*' 
and on childbirth among older women*® have demonstrated that there is an 
increased incidence of complications associated with pregnancy in the older 
age group. For the most part, these complications are medical in nature, 
including such conditions as thyroid disease, hypertensive vascular and kid- 
ney changes, obesity, and toxemia. They require accurate diagnosis along 
with adequate medical and obstetrical care. Incidence of breech presentation 


*From the Department_of Obstetrics and Gynecology, The George Washington University School of 
Medicine, Washington, D. C. 
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is greater among older women. Cancer occurs more frequently in women 
past 40. etal abnormalities, particularly mongolism,'’ prematurity, and fetal 
deaths* occur more frequently in the parturient past forty. However, there is 
no reason to convey this scientific data to the expectant mother. Although 
such statistical information may have little direct bearing upon the individual, 
the patient will often think of herself as one of the minor group with major 
complications. Two of the greatest fears an older woman may have are that 
she will bear an abnormal infant or that the baby will die at birth. During the 
long waiting weeks of the prenatal period such fears need to be dealt with 
as they arise. 

There is a tendency to measure progress in obstetrics by maternal and 
fetal mortality rates. A wide and somewhat immeasurable margin exists 
between good health and simple survival. Considerations of late gestation 
include more than the pathologic possibilities occurring in the older age 
group. The physician's overall evaluation of his patient will mean a deter- 
mination of her emotional as well as her physical capacities, and some thought 
about the newborn infant’s place in the family. 

There are a number of very good reasons for late gestation. In many 
instances marriage is delayed until the late thirties or early forties. Quite fre- 
quently at this stage in life, remarriage to a new mate results in the possibility 
of anew family. Some women simply keep on having infants throughout their 
reproductive period. Metabolic changes in the early climacteric have some 
possible influence on fertility. Among many women approaching the meno- 
pause, pregnancy results when contraceptive methods are disregarded. Quite 
frequently the older patient has given up the thought of having a baby and 
considers herself infertile. 


a who are married in the middle years of life are inclined to have 
rather strong feelings about pregnancy. They either dislike the idea com- 
pletely or they are greatly in favor of it. Because of age limitations, they are 
inclined to feel some degree of uncertainty regarding their reproductive capaci- 
ties. When conception does occur, they are afraid that something will go 
wrong. The mother’s fear for the health of her developing fetus is often 
greater than for her own safety. 

Many older women become faddists with regard to diet and elimination. 
They often become accustomed to less sleep, but tire more readily than 
younger women. During the prenatal period, necessary changes in their 
health habits should be graduai and without undue emphasis. Following < 
very careful general physical and obstetrical examination, they need more 
than the usual amount of reassurance. Specific instructions are appreciated. 
These older patients frequently require more office time than usual to express 
their thoughts, questions, and problems regarding pregnancy. They have a 
tendency to read everything available about pregnancy and apply it to them- 
selves. They attend parents’ classes, shyly at first, but soon become engrossed 


with the course. Women in their age group are not having babies; their 
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mothers are old or deceased. They have to seek new friends with whom to 
discuss their new experience. The older husband often finds it difficult to 
adjust to the possibilities of parenthood. Apprehension for his wife and his 
knowledge of her feelings about the possibility of something going wrong 
cause him to anticipate more trouble than is usually encountered. 

Every means should be taken to determine normality. X-ray examination 
of the chest, roentgenologic visualization of fetal outline, and x-ray pelvime- 
try have an important place in all obstetric practice, but they are of particular 
value in the older patient. It is best not to magnify minor abnormalities. After 
a careful survey of reproduction in older women, Calkins concluded that, “If 
no complications are present, one can approach the care of the older patient, 
primigravida or multigravida, with the same confidence one has in that of a 
younger patient.’’* Age alone should have very little influence on the physical 
course of pregnancy and delivery. The majority of patients assume an atti- 
tude similar to the one which the physician takes toward their problem. If the 
obstetrician manifests confidence, cheerfulness, and a proper balance of con- 
cern, many of these older patients find their progress through pregnancy and 
the process of delivery more comfortable than they had anticipated. 


A WOMAN who finds herself pregnant after thinking her reproductive period 
is over is often surprised, but may not be pleased. Having a delayed interval 
baby may upset economic plans or disturb other members of her family. 
3ecause she has not maintained full command of the situation, pregnancy 
creates in her a certain sense of physical and emotional insecurity. She is 
inclined to remember and magnify the unpleasant circumstances surrounding 
previous pregnancies. She finds it hard to believe that obstetrical procedures 
have improved during the intervening years. The husband receives his share 
of responsibility for the conception. In many instances he will tend to with- 
draw from the family. Occasionally, the member most interested in the birth 
of a new baby will be a daughter 10 or 12 years of age. On the other hand, if 
there are sex conscious teen age children in the family, they may be quite 
embarrassed by the advent of a new baby brother or sister. 

In the healthy patient with good emotional balance, late gestation is often 
accompanied by a feeling of rejuvenation. Pregnancy is a stimulating, growth- 
producing process associated with young adult life. Steroid hormone levels 
are high; they have an anabolic action. Quite frequently thyroid medication 
is used to accelerate metabolism, but this drug also has a strong catabolic 
effect which is not tolerated too well by the older patient. Thyroid tablets 
should be reserved for those patients who have a proved deficiency. 

The last few weeks of late gestation may become a trying period. Careful 
re-evaluation and liberal reassurance have their place at this time. Both the 
patient and the obstetrician place a high premiuni on a living infant. After the 
period of viability, there is a tendency to want to terminate pregnancy too 
soon. However, unless there is a real indication for immediate delivery, every 
woman should be allowed to go into labor spontaneously. Normal labor is 
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more predictable than an induced labor. Of all maternity patients, pituitary 
induction of labor is least successful in the older woman. In them, the cervix 
is often unfavorable, tension states are high, and hypercontractility of the 
uterus, with resultant fetal hypoxia, occurs frequently. 


Wir the onset of labor, adequacy of the pelvis and fetal position should 
be rechecked. Observation. of the progress of labor must be continuous and 
very careful. Cesarean section delivery is favored over any difficult operative 
vaginal manipulation. However, on the basis of age alone, cesarean section 
delivery is rarely indicated. 

Wherever it is possible, the mother should be left with the impression that 
she gave birth to the infant, and not that it was “taken” from her. The older 
woman is more inclined to question her abilities. She often feels a very strong 
sense of satisfaction in knowing that she was able to participate in the birth 
of her infant. It gives her confidence in her ability to assume the care of 
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her baby. 

Age has no influence on lactation. If they desire, older women can breast 
feed their infants with as much success and satisfaction as younger mothers. 
No woman should be forced to breast feed her infant. She certainly should 
not be left with the feeling that she is inadequate if circumstances prevent 
successful nursing. Many mothers experience a sense of physical satisfaction 
in having their full breasts emptied by the nursing of their infants. If this 
milk is not removed, the breasts become engorged and uncomfortable. Many 
of the older mothers will make a very determined effort to breast feed and 
need professional encouragement and guidance in their desire. If not suc- 
cessful, a gradual psychologic as well as physiologic change to formula feed- 
ing can be accomplished. 

The older mother who has learned from her physician, from mothers’ 
classes, and directed reading about babies before she is confronted with actual 
care and who has had a pleasant and instructive hospital experience should 
find her post-natal adjustment as satisfactory as that of her younger friends. 
On the other hand, the mother who has been unhappy about the prospects of 
having a child, or who has a disturbed home situation will be inclined to stay 
in a state of chronic fatigue. For her the chores of child care completely over- 
shadow the pleasures of parenthood. 

In general, the post-partum involutional period is not tolerated quite as 
well by the older patient. The metabolic let down following delivery is inclined 
to be more acute and return to normal may be slower. 


SUMMARY 


The post-mature mother in her forties has had time to acquire patho- 
logic pelvic and systemic conditions which may have some influence on 
embryonic and fetal development. Had the infant been born of the same 
parents 20 years earlier, he might have had an entirely different gesta- 
tional and social environment. 
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If the older patient develops no medical or obstetrical condition which 
complicates pregnancy, she may experience a physical feeling of rejuvena- 
tion. Normal pregnancy is not a disease; it is a state of health. 

In the absence of major physical abnormalities, age has its greatest 
influence on emotional attitudes. Older women feel less certain about 
their reproductive capacities. They need liberal amounts of reassurance 
based upon carefully observed prenatal developments. 

The patient and her obstetrician place a high premium upon a living 
infant. Both need confidence to carry them through the last few waiting 
weeks of pregnancy. In an uncomplicated pregnancy, delivery should be 
as near normal as circumstances permit. The older parents’ abilities to 
understand and appreciate the growing needs of their infant are based 
upon their emotional and physical health supplemented by education 
and experience. 


REFERENCES 


Maternal Mortality by Cause, Race, and Urban Trerney: The elderly primigravida. W. J. of 
and Rural Areas, I.S.A., Public Health Serv S., O. & G. 58: 13-18, 1950. 

ice, National Office of Vital Statistics, Vol. 35: 6. Arnot, P. H. and D. R. Netson: A comparison 
Number 19, Dec. 4, 1950, p. 355. of elder and younger primiparas. W. J. of S., 
DIECKMANN, WILLIAM J., Discussion of N. J. O. & G, 38: 535 552, 1950. 

Eastman: The effect of the interval between 7. Dovce, Eva F. and Witiis E. Brown: The 
births on maternal and fetal outlook. Am. J. effect of age upon_ obstetric complications in 
Obst. & Gynec. 47: 445-466, 1944. the primigravida. So. Med. Jour. 43: 1060- 


hee é 1067, 1950. 
RanpaLtt, L. M. and J. C. Taytor, Elderly 6 Cireewee I eps . ’ 
primigravid women. Am. J. Obst. & Gynec. eee ee AM ee a cane the older 
57: 1210-1221, 1949. woman, J.A.M.A. 141: 635-638, 1949. 
Rone: Rasuterie- ahd Dox . hh i 9. Davis, M. Epwarp: Childbearing in the twi- 
JXUDER, Sagas anc ONALD G. JouNson: light of the reproductive period, Surg. Gyn. 
The elderly primipara. Am. J. Obst. & Gynec. and Obst. 87: 145-152. 1948 r 
47: 794-807, 1944. bp ae ee Bg Z é 
ees . 10. Benpa, C. E.: Prenatal maternal factors in 
Hawkins, R. J., W. E. Forey, Jr., and T. M. mongolism. J.A.M.A. 139: 979-985, 1949, 





Wrongfully do men lament the flight of time, accusing it of being too 


swift, and not perceiving that its period is yet sufficient; but good memory 
wherewith Nature has endowed us causes everything long past to seem 
present. 


—LEONARDO DA VINCI 














Soctomedical Progress 


Devoted to constructive correlation of 
interrelationships between sociological 
and medical problems in the aged... . 








The Role of a Clinical Psychologist 
in a Home for the Aged 


HIS paper is based on experience 
p Pete during a 15 month period 
spent in the medical department of a 
modern, progressive home for the aged. 
The clinical psychologist had the op- 
portunity, during this period, of con- 
sulting with an attending psychiatrist 
and other medical specialists, as well 
as other professional personnel. 

Three areas of endeavor are usually 
associated with clinical psychology in 
terms of the institutional setting. These 
areas are diagnosis, research and psy- 
chotherapy. 

DIAGNOSIS 

Much of the time of a clinical psy- 
chologist in a home for the aged can 
be devoted profitably to the evaluation 
of patients. Diagnosis, as termed here, 
refers not merely to the procedure of 
attaching specific medical labels to resi- 
dents of the home, but particularly to 
the assessment of their total personal- 
ity. This would include an evaluation 
of intellectual strengths and weak- 
nesses, a description of attitudes to- 
wards and relationships with other resi- 


*Assistant professor of psychology, Duke Univer- 
sity. Formerly attending psychologist, Home for Aged 
and ‘Infirm Hebrews of New York. The writer is 
indebted to the staff of the medical department of 
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dents and staff members, as well as an 
estimate of the degree and intensity of 
any psychological abnormalities that 
may be manifest. 

In making such evaluations, the tools 
of the clinical psychologist can be used 
most effectively. These consist of in- 
formal interviews and procedures, as 
well as various standardized tests. In- 
cluded among the latter are projective 
tests of personality, such as_ the 
Rorschach Test! and Thematic Apper- 
ception Test.° These are useful in work 
with the aged, provided the clinical 
psychologist remembers that there are 
certain systematic ways in which the 
personality patterns of older people, 
especially in an institutional setting, 
may differ from that of the general 
population on which the tests are stand- 
ardized. The adjustment of an aged 
person must be evaluated in terms of 
what is normal for his group, rather 
than in terms of what is normal for 
younger people in the community. 
Standardized tests of intelligence, such 
as the Wechsler-Bellevue Test,” may 
the Home for friendly cooperation and especially to 


its director, Dr. Frederic D. Zeman, for his encour- 
agement and good counsel, 
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also be utilized. Again, the examiner 
must remember that these tests empha- 
size attributes such as speed and visual 
acuity, which are systematically im- 
paired in the aged group. 

With the above-mentioned limita- 
tions in mind, the clinical psychologist 
may be an effective member of the pro- 
fessional staff of a home for the aged 
in evaluating the assets and liabilities 
of a new resident, planning a profitable 
series of activities for him, and deter- 
mining the presence or absence of any 
crippling psychiatric disabilities. 


RESEARCH 


Research has classically been a major 
function of the psychologist. Much re- 
mains to be discovered and clarified in 
the area of the psychology of old age, 
and the clinical psychologist in a home 
for the aged has an excellent opportu- 
nity for such an undertaking. 

The author completed two research 
projects while at the Home for Aged 
and Infirm Hebrews of New. York. 
One consisted of a study of the person- 
ality patterns of old age by means of 
the Rorschach Test.* Findings indi- 
cated that a majority of the old people 
studied had a Rorschach pattern char- 
acterized by (1) intellectual impair- 
ment; (2) loosening of intellectual ties 
to reality; (3) inability to make full 
use of inner resources; (4) difficulty 
in forming satisfactory social relation- 
ships ; and (5) reduction in responsive- 
ness to finer emotional nuances in the 
environment. 

The other research project was an 
unpublished study on attitudes towards 
death in the aged. This study employed 
a group of selected pictures from the 
Thematic Apperception Test, as well 
as structured interviews directed 
towards the specific problem under 
consideration. It was shown that the 
imminence of death constituted a prob- 
lem for many of the residents. Factors 
influencing their attitude in this regard 
were found to include physical and 
mental health, the presence of voca- 
tions or avocations, and the friendship 
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of younger individuals whose future 
they could help plan and enjoy. 

The same TAT stories collected dur- 
ing this study were later used by Aron! 
in the standardization of a new scoring 
system. 

These two studies exemplify the 
kind of problems which can be taken up 
for study. Other problems for research 
might be: a social psychological study 
of interpersonal relationships in a home 
by observational and — sociometric 
methods ; studies of specific personality 
changes in old age, such as increasing 
rigidity, loss of memory, changes in 
level of aspiration, etc. ; studies of psy- 
chological test patterns characteristic 
of the common mental diseases of old 
age, such as senile dementia and psy- 
chosis with cerebral arteriosclerosis. 


PSYCHOTHERAPY 


The author has had no actual expe- 
rience doing psychotherapy with the 
aged, Consequently, the discussion of 
this area will have to be theoretical 
and programmatic. 

Psychoanalysts, among others, con- 
sider older people as good prospects 
for therapy of an intensive sort. In view 
of the fact that adjustment in old age 
is aided by an ability to identify with 
younger persons, brief contacts for the 
purpose of expressing interest and giv- 
ing emotional support might prove of 
value. Much of this kind of activity is 
being carried on at present by medical 
and social service personnel. 

As a final suggestion, more activities 
resembling group therapy might be at- 
tempted in an institutionalized setting 
for older people. The function of the 
psychologist-leader in such a group 
would be to stimulate interaction, em- 
phasize the communality of adjustment 
problems, and supply ‘a situation in 
which emotional catharsis could be pro- 
duced in a protective setting. 


SUMMARY 


This study of the role of a clinical 
psychologist in a home for the aged is 
based in part on the author’s own expe- 
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riences in such a setting. The activities 
ordinarily associated with such a role 
include diagnosis, research and psycho- 
therapy. All of these are applicable to 
a home for the aged, although in special 
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ways. In the author’s opinion, a clinical 
psychologist has much to contribute in 
a home for the aged and can gain much 
for himself in the way of experience 
not to be obtained elsewhere. 
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Employability and Aging* 


In analyzing problems of employability 
and aging in the United States, several 
considerations stand out sharply. First, 
pragmatic definitions of employability 
vary with the tightness or looseness of the 
labor market. Second, extreme emphasis 
is generally placed upon short-run factors 
and consequences in dealing with such 
problems. Third, each vested interest 
group, e.g., employers or unions, places its 
own welfare above that of other groups. 
Fourth, and probably most important, 
there is a tragic dearth of information 
about the economic aspects of employ- 
ability and aging. Individual companies 
and unions do not have such data readily 
available; there have been few research 
studies. A wholesale expansion of basic 
and applied research is sorely needed in 
this area. 

Employers frequently have hiring limi- 
tations that discriminate against older 
workers. Many believe that it costs more 
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to hire older employees because of their 
alleged: (1) more frequent illness and 
absenteeism, (2) greater susceptibility to 
occupational disease and serious accidents, 
(3) physical and mental “slow down,” (4) 
increased training time, (5) inflexibility in 
tasks they can perform, (6) increased costs 
under pension, insurance, and welfare pro- 
grams, etc. 

With respect to older employees now on 
their payrolls, employers generally feel 
that pensions and compulsory retirement 
programs provide adequate solutions. Em- 
ployers (and unions) generally favor pub- 
lic pensions. The economic return from 
having older employees produce goods 
and services instead of drawing public 
benefits has not been considered widely. 
Programs for keeping older employees 
working have not been developed except 
in rare instances. Unions have also been 
negligent in this respect. 


yAssistant director, Industrial Relations Center, 
University of Minnesota. 
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Registering for the Congress are representatives of 
several nations, left to right: Dr. K. J. Franklin of 


its i on London, England; Dr. A. P. Thomson, Birmingham, 


England; Ollie A. Randall, Néw York City; Dr. E. V. 


Cowdry, St. Louis; Dr. L. Z. Cosin, Oxford, England; 
mitt Second Lord Basil Amulree, London, England; a delegate 








from India; and Dr. Henry S. Simms, New York City. 


: Gerontological 


irH this meeting, gerontology 
has really come of age.” So 
wrote one journalist from the Second 





International Gerontological Congress 
held at St. Louis in early September. 
True, for some years geriatrics and 
gerontology, isotopes, so to speak, of 
the same medical entity, have had their 
textbooks, their postgraduate courses, 
their chairs in the various schools of 
medicine. But with this international 
meeting, it could be said they reached 
adult stature and assumed a recognized 
place among the various areas of med- 
icine. 

The growth of interest in geriatrics 
may be measured by the phenomenal 
growth of the international society. 
Only fourteen months before, the First 








Congress, at which the International 
Dr. E. V. Cowdry of St. Louis, presi Gerontological Society was formed, was 
dent of the Congress and newly held in Liege, Belgium, with less than 
elected president of the International 
Gerontological Society. 
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a hundred members present, from 
twelve countries. This year over 800 
delegates, representing some 52 na- 
tions, registered at congress headquar- 
ters at the Hotel Jefferson for the meet- 
ing from the 9th to the 14th of Septem- 
ber. Meetings of the four sections, and 
sometimes subsections of the congress, 
were carried on simultaneously in the 
assembly rooms of the hotel, and the 
auditorium and committee rooms of 
the Bishop Tuttle Memorial, an Epis- 
copal chapter house across the street. 

Sponsoring groups for this congress 
were the International Association of 
Gerontology, organized last year, the 
Gerontological Society, Inc., and the 
American Geriatrics Society, assisted 
by twelve cooperating organizations 
such as the American Cancer Society 
and National Council on Family Re- 
lations. Local hosts for the congress, 
and these included several officers of 
the sponsoring bodies, were members 
of the medical faculties of Washington 
and St. Louis universities. Dr. Edmund 
V. Cowdry, research professor of an- 
atomy of Washington University, pre- 
sided at all general sessions. 

More than 400 scientific papers were 
presented, grouped, for clarity and ex- 
pediency, into four interest sections. 
The first section, on biology and med- 
icine, was led by John Esben Kirk, di- 
rector of the division on gerontology of 
Washington University; the second 
section, on sociology, psychology, edu- 
cation and religion, by Robert J. Ha- 
vighurst, Committee on Human De- 
velopment, University of Chicago; the 
third, on economics and welfare, by 
Wilbur J. Cohen, assistant to the com- 
missioner of the Security Agency ; and 
the fourth, on medical services, hygiene 
and housing, by Joseph W. Mountin, 
assistant surgeon general of the United 
States Public Health Service. 

The 29 scientific exhibits included 
such’ subjects as recent books on ger- 
with volumes 


iatrics and gerontology, 
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from 14 publishers; the causative fac- 
tors of arteriosclerosis ; and Leonardo 
da Vinci’s drawings of the aging pro- 
cess. Twelve commercial exhibits fea- 
tured the newest drugs of value to the 
geriatric patient. 

The section meetings were carried 
on from Monday morning to Friday 
night. Ideas presented at these sessions 
overflowed into spirited discussions 
which could be heard everywhere, in 
the lobby, the elevators late at night, 
in the coffee shop at 7:30 in the morn- 
ing. They were carried over into all 
the extra-curricular activities of the 
week, the dinners in the Crystal Room, 
the chancellor’s garden party, the trip 
to the zoo, the bus ride to the symphony 
concert. 

English, of course, was the official 
language of the congress, but greetings 
and snatches of debate were exchanged 
frequently in French, Spanish, Dutch 
or Swedish, And occasionally a foreign 
speaker, deprived of his written notes 
when the lights were turned off for 
slides, went back to the easier, more 
spontaneous use of his mother tongue. 

Reporters from many papers and 
magazines were there, including News- 
week, Business Week, and the Chicago 
Daily News, and the typewriters in 
the press room were busy at every hour 
of the day. One reporter had come from 
England for the sole purpose of cover- 
ing the congress for his paper, the Lon- 
don Express. He said, “There is no 
subject more vital in Britain today. No 
subject that has more universal appeal 
in our’ papers.” The Chicago Round 
Table held its weekly broadcast from 
the congress and other key speeches 
broadcast through the week. 
Sound movies were taken at the con- 
cluding dinner, whose key speakers 
were foreign delegates chosen to repre- 
sent the five continents of the world. 

At the final meeting of the congress, 
Dr. Cowdry was elected the new presi- 
dent of the International Association 


were 
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of Gerontology, and Dr. Léon brull, 
of Belgium, whom Dr. Cowdry suc- 
ceeds as president, was elected first 
vice-president. Other new officers in- 
clude Dr. Torben Geill of Denmark, a 
vice president; Dr. Marjory Warren 
Dr. 
Bourlicre of France, secretary ; and Dr. 


of London, secretary ; Francois 


Ambrosius von Albertini of Switzer- 
land, treasurer. 
Three new societies from widely 


separated countries were voted into 
membership in the international group 
—the Venezuela National Society of 
Medicine, the Mexican Gerontological 
Society, and the German Gerontologi 
cal Society. 

When the next meeting of the con- 
will back 
across the Atlantic, this time to Eng- 
land, a country with a lively interest 
in geriatric medicine, and a great con- 
cern for the welfare of the aged. The 
Third International Congress will not 
be held, however, until 1954, as it was 
felt that the interval of three years will 
allow time for significant new advances 
to be made in solving the problems oi 
the aging. 


gress convenes, it move 


THE WORK OF THE FOUR SECTIONS 
Section 1 
Biology and Medicine 


ost extensive of the four sections 
M of the congress was that devoted 
to biology and medicine with a total of 
237 papers and a number of panel dis- 
cussions on a wide range of subjects, 
both clinical and experimental. 
Meetings of this section reflected 
strongly the fact that infectious dis- 
“ases, which were fatal at relatively 
“arly ages to a large part of the popula- 
tion at the beginning of this century, 
have now been supplanted by the de- 
generative and chronic illnesses which 
constitute the major problems of med- 
ical care of older people today. 
Age is no longer considered a con- 
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traindication. for surgery. Preoperative 
management was outlined, with spe- 
cial attention to clearing up infections, 
correction of anemia and _ nutritional 
deficiencies, determination of blood 
volume for fluid replacement, and in- 
stitution of breathing exercises. Post- 
operative care to prevent respiratory 
and thromboembolitic complications 
and maintenance of an adequate fluid 
and protein balance were advised. An- 
esthesia should be carefully selected on 
the basis of the patient’s physical con- 
dition and possible circulatory or res- 
piratory defects. Early ambulation fol- 
lowing surgery was favored in most in- 
stances. Contrary to popular belief, the 
aging process does not retard the heal- 
ing process of abdominal wounds. 

The importance of adequate nutri- 
tion in preventing premature aging and 
promoting healthier old age was 
stressed in sessions on nutrition. The 
development of low cost diets of high 
nutritional value was urged as having 
particular usefulness in institutions and 
for people of low incomes. Dietary fac- 
tors in certain conditions such as senile 
osteoporosis and atherosclerosis were 
described and special diets recommend- 
ed. Protein metabolism studies on old 
people indicated that physiologic age 
rather than chronologic age is the con- 
trolling factor in determining their pro- 
tein requirements. Physiologic age can- 
not be measured specifically, but repre- 
sents the summation of the nutritional 
history of the individual. Moderation 
in caloric intake was advised in all in- 
stances. 

In sessions on psychiatry, it was 
brought out that the majority of mental 
diseases of old age are functional rather 
than organic in etiology. Four groups 
of psychiatric disorders occurring in 
older people include psychoses with 
cerebral arteriosclerosis, senile psycho- 
ses, psychoses with other organic or 
toxic disorders, and miscellaneous func- 
tional psychiatric conditions. Results 
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of electroshock treatment were found 
to be excellent regardless of the age of 
the patient. Electroencephalographic 
abnormalities are found commonly in 
elderly psychiatric patients, but no di- 
rect relation between age and electrical 
activity of the brain was seen in one 
study of a large group of institution- 
alized old people. It was suggested that 
there is a correlation between 
electroencephalographic abnormality 
and the degree of organic mental im- 
pairment. Further advancement in the 
understanding of involutional, arterio- 
sclerotic and senile psychoses will re- 
quire basic research into genetic back- 
ground factors which determine man’s 
variable capacities for maintaining a 
state of physical and mental health 
throughout life including old age. 
Incidence of cancer in man and ex- 
perimental animals is so closely corre- 
lated with age that development of 
cancer seems inevitable if life is suffi- 


close 


ciently prolonged, according to one par- 
ticipant in the sessions on cancer. Pre- 
vention of cancer in elderly people is a 
major problem since it is believed that 
a predisposition to cancer is present in 


old age. Data was presented showing 
the relative susceptability of various 
organs and tissues to cancer at differ- 
ent ages. Since cancer is not a single 


disease, the biologic behavior of each 
case of a given type should be reviewed 
and an attempt made to define specific 
sub-groups by characteristic clinical 
course. While cancer is primarily a dis- 
the older there 
seems to be no age relationship in the 
case of environmental and occupational 


ease of age groups, 


cancer. 

trends 
the majority of investigators reporting 
the 
Indicative of 


Deterioration were seen by 


on senescence of cardiovascular 
system. degenerative 
changes are high incidence of endo- 
carditis, decreased cardiac output with 
age, decreased capillary resistance, in- 
creased incidence of fibrosis and calci- 
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fication of the mitral valve, and fre- 
quency of arteriosclerotic disease. Elec- 
trocardiograms in the older age groups 
generally show myocardial changes 
even though no clinical abnormalities 
are noted, demonstrating the need in 
clinical electrocardiography for special 
standards for different age groups. In- 
cluded in the sessions were discussions 
and evaluation of lumbar sympathec- 
tomy in the treatment of arteriosclerosis 
obliterans. 

Prostatic disease and urinary stress 
incontinence were described as chief 
among urologic problems of old age. 
Diagnosis of prostatism should include 
physiologic analysis of symptoms and 
determination of urologic status by 
means of an intravenous pyelogram to 
ascertain presence of residual urine. 
Transurethral resection was cited as 
the operation of choice in most cases of 
prostatism because of its safety, rela- 
tive lack of suffering, short hospital 
stay, and low mortality. In a discussion 
of carcinoma of the prostate, treatment 
by radical surgery, irradiation and hor- 
monal therapy were outlined. Urinary 
incontinence is a common 
sequela of senility in women which may 
be due to several different factors and 
treatment should be selective. Local 
therapy, surgical management, physical 
exercises, electrical muscle stimulation, 
and combined procedures were dis- 
cussed as possible treatment measures. 

Clinical applications of ACTH and 
cortisone to patients over 45 were 
given, with special reference to rheuma- 
toid arthritis, acute rheumatic fever, 
allergic asthma and other allergies, 
gout, the leukemias, lymphosarcoma, 
Hodgkin’s disease, skin disorders and 
Addison’s disease. Frequent incidence 
of hypothyroidism in old people was 
noted, and an effort made to evaluate 
clinical response to thyroid therapy. 
Current hypotheses regarding the shift 
of steroid hormone production and ac- 
tivity from the gonads to the adrenals 


stress 





SESSIONS WERE CARRIED OVER IN 
INFORMAL DISCUSSION GROUPS 


1. At the book exhibit, left to 
right, Dr. J. W. Mountin, Wash- 
ington, D. C.; Dr. J. E. Birren, 
Bethesda, Maryland; Dr. R. J. 
Havighurst, Chi 


2. Two associate editors of 


Geriatrics share a program: Dr. 
Mauric . Visscher and Dr. J. 
A. Myers. both of Minneapolis. 


3 and 4. At the welcoming din 
ner. 3. Clark Tibbitts, Washing- 
ton, D.C.;Dr. V. Korenchevsky, 
Oxford, England; Dr. FEF. L. 
Sortz, Philadelphia. 


. Standing, Dr. J. A. Huet, 

nce; Dr. F. Fremont-Smith, 
New York City. Seated, Mrs. 
Wendell Scott, Toronto; Dr. A. 
Von Albertini, Switzerland; Dr. 
Folke Henschen, Stockholm, 
Sweden. 


5. Consulting a program, Dr. 
Anton J. Carlson, Chicago. 
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during aging were discussed, and how 
such alterations may influence or be in- 
fluenced by development of diseases 
commonly seen in or beyond late mid- 
dle life. A study was presented showing 
correlations between urinary hormone 
excretion and the clinical syndrome of 
the male climacteric and the post- 
climacteric state. The dangers of in- 
discriminate use of male sex hormones 
were emphasized. 

The use of estrogen and progesterone 
in the control of menopausal bleeding 
was explained, and studies were report- 
ed indicating that certain pituitary ex- 
tracts containing a luteinizing factor 
relieve symptoms of nervousness and 
hot flashes in the menopause. Such re- 
sponses to hormonal treatment disprove 
the belief held by some physicians that 
the menopause is an exaggeration of 
existing nervous conditions which can 
be treated by psychotherapy and place- 
bos alone. Beneficial psychological and 
physical results following the use of 
estrogen in women beyond the meno- 


pausal age were also reported. Caution 


in the use of hormone therapy was ad- 
vised. 

Active physical rehabilitation must 
be coupled with social, vocational and 
psychological rehabilitation to bring 
about as full a restoration as possible 
of the handicapped aged and chroni- 
cally ill according to the session on 
medical aspects of rehabilitation. One 
study demonstrated that administration 
of niacinamide as a dietary supplement 
increases joint mobility, often to full 
range of use, as long as treatment is 
continued. 

The effectiveness of ACTH 


tractable asthma and of nicotinamide in 


in in- 


cerebral arteriosclerosis were described, 
and the usefulness of new liver extracts 
in hypertrophic osteoarthritis and dia- 
betic neuropathies were reported in the 
internal medicine session. Therapeutic 
meastires in the management of park- 
insonism, bronchiectasis, tuberculosis, 
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diabetes, ulcerative disease of the gas- 
trointestinal tract, neuromuscular dis- 
orders, degenerative diseases of the 
bones, and other conditions were pre- 
sented. 

Clinical and experimental studies of 
arteriosclerosis in relation to aging 
emphasized the significance of dietary 
cholesterol in its pathogenesis. The de- 
cisive factor is not the age of the indi- 
vidual but the duration of the basic dis- 
ease which finally leads to development 
of arteriosclerosis. In health, cholesterol 
is the mother substance of adrenal cor- 
tical and other vital sub- 
stances, but with age its metabolism is 
less efficient and cholesterol becomes a 
menace to arteries and a potential stim- 
ulant of tumor growth. Serum choles- 
terol levels are influenced both by nu- 
tritional factors and various stresses, 
indicating that atherosclerosis may be 
either metabolic in origin or the result 


hormones 


of stress. 

exercise and activity act as age-de- 
laying factors, according to evidence 
presented in sessions on aging of the 
nervous system. All nerve cells under- 
go an aging process which leads to the 
death of the cells, a phenomenon re- 
garded as normal. Characteristic of ag- 
ing nerve cells is the accumulation of 
fatty substances replacing the normal 
cell constituents. It is believed that the 
aging process can be accelerated by 
genetic mutations or by external fac- 
tors such as arteriosclerosis, infections 
or poisoning. Further reports demon- 
strated that there is a much higher pro- 
portion, of slightly abnormal electro- 
encephalograms seen in aged individ- 
uals. There is a definite diminution in 
blood flow and metabolism from decade 
to decade until the sixth, after which 
there is no further significant change. 

A panel discussion stressed the im- 
portance of a complete personal history 
as well as thorough laboratory tests 
and determination of the basal meta- 
bolic rate in making an accurate diag- 


nosis. 





DELEGATES FROM MANY COUNTRIES EXCHANGE 
THEIR IDEAS. 

is wor: Vinther-Paulsen, Copenhagen, reports 
on a nutrition study in Denmark. 

2. Left to right, Dr. Kurt Iversen and Dr. Michael 
Schwartz of Denmark; Dr. Marjory Warren, Eng- 
land; Dr. Jean Firket, Belgium; Dr. Réné Herbeu- 
val, France 

3. Dr. E. V. Cowdry, St. Louis; Dr. E. J. Stieg- 
litz, Washington, D. C.; Wendell Scott, Toronto, 
Canada; Dr. Norman Sulkin and Dr. William B. 
Kountz, St. Louis. 

4. Dr. M. Beltran Baguena, Spain; Dr. R. A. 
Moore, St. Louis; and Dr. L. Van Der Horst, 
Holland. 

5. Dr. Van Der Horst, Holland, with Dr. Albert 
Kuntz, St. Louis and Dr. R. Altschul, Saskatoon, 
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Numerous papers were presented at 
the sessions on biology and medicine 
relating to structure and metabolism in 
health and disease of cells and tissues, 
but for the most part they revealed no 
close correlations between the observed 
changes and aging. All participants in- 
dicated the limitations of: ayailable 
methods and the urgent need for study 
of the basic properties of structure and 
metabolism. It was thought that isotope 
techniques might be applied to these 
studies. 

It was suggested that tissue investi- 
gations should include not only organs 
in which severe pathological changes 
occur with comparatively high frequen- 
cy with age, but also those organs which 
only rarely show age changes. A large 
number of participants stressed the im- 
portance of the endocrine system in the 
regulation of tissue metabolism and in- 
ter-organ relationships, and suggested 
pilot studies applying experimental 
knowledge to similar disorders in man. 
All branches of the section agreed on 
the importance of good nutrition both 
to cell metabolism and to the health of 
aging individuals. 

Attention was drawn to the lack of 
knowledge as to what constituted nor- 
mality in later life and the limitations 
of current diagnostic methods. The 
need for developing more reliable tech- 
niques for the evaluation of physiologic 
age was reiterated. 

It was suggested that reviews of 
large numbers of hospital case records 
of elderly patients would afford valu- 
able knowledge about the symptoma- 
tology and prognosis of diseases in old 
age. The incidence of some pathologic 
conditions differs in various countries 
of the world, and the studies of such 
geographical incidence might contrib- 
ute information of etiological impor- 
tance. Community studies shouid also 
be carried out to correlate minor de- 
fects of health with physical disability 
and the aging process, in order to ac- 
quire cross-sectional information. 
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Section I] 
Psychology, Sociology, Education, 
Religion 


One of the major recommendations 
made by this section was for research 
on aging starting with persons in mid- 
dle life and continuing through old age 
to permit examination of the processes 
of aging as well as its products. Highest 
priority should be given long term re- 
search programs on individuals studied 
repeatedly through a considerable age 
span. 

Among specific research problems 
were several which appear to offer 
great immediate as well as long term 
advantages. Assessment of mental abil- 
ities which do not decline with age 
should have special importance in de- 
termining fitness for employment of 
older workers. Present tests for abili- 
ties are not always well adapted to old- 
er people, and testing techniques should 
be developed within the limits of the 
older person’s sensory capacities and 
have meaning for them, including tests 
of power as well as speed. Studies 
should be designed which measure 
learning ability as well as acquired in 
formation and skill. 


Studies of social roles among people 


and 
brought about by age were urged te 
show the relations of these roles to the 
personal adjustment and happiness of 
those who fill them. Studies of individ- 
ual life patterns, especially in the con- 
tinuing study of people from middle 
age to late maturity, are important in 
tracing the influences contributing to 
them. Some of the factors to be con- 
sidered include the relation of early life 
adjustment to that of later maturity, 
changes of values with aging, attitudes 
toward aging in relation to social and 
intellectual behavior, and individual 
adjustment to various crises occurring 
in old age. 

Studies of the individual in relation 
to his social environment were also 


of various groups the changes 





SCIENTIFIC EXHIBITS WERE VA 
RIED AND INTERESTING. 


- “Our Older Citizens Look to 

Community Action,” from the 
Office of Publications, Federal 
Security Agency. 


2. “Length of Life and the EI- 
derly Population in Iowa,” from 
the Gerontological Unit, Mental 
lealth Institute, Cherokee, Iowa. 


3. “ ‘Normal’ Characteristics of 
Middle - Aged Men,” from the 
Laboratory of Physiological Hy- 
giene, University of Minnesota. 


4. “Leonardo da Vinci's Studies 
of the Aging Process,” from the 
Library of Vinciana, Los An- 


geles. 


5. “Separate Neural Arch,” from 
the Department of Surgery and 
Anatomy, Washington Univer- 
sity School of Medicine, St. Louis. 


6. “Multiple Causative Factors 
in. Arteriosclerosis,” from the 
Department of Anatomy, Wash- 
ington University School of 
Medicine. 
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recommended. In a society undergoing 
rapid social change, it was considered 
useful to examine social conditions and 
the ways people respond to them, in- 
cluding such aspects as the status and 
roles of older people in contrasting 
communities and the relative signifi- 
cance of work and leisure time activity 
from middle to old age. 

Objective methods must be devised 
for evaluation and assessment of 
changes in ability and adjustment to 
medical or psychiatric treatment. In- 
creasingly, as medicine finds means to 
maintain or restore the health of older 
people, it will be important to assess 
objectively the psychological changes 
that eccur, and the psychologist should 
support the clinician in the development 
of such procedures. 

Evaluation should be made of com- 
munity and institutional programs for 
older people, including programs of 
recreation, education and preventive 
mental hygiene. The needs and interests 
of older people should be examined as 
a basis for planning community and 
institutional programs. Wherever pos- 
sible, those in the field of the mental 
behavior should cooperate with biolo- 
gists and physicians in studies of the 
same individuals. 


Section II] 


Economics, Employment and Welfare 


An increase in the number and pro- 
portion of the aged is a characteristic 
of an industrial society, and as indus- 
trialism has progressed in this country 
the economic and social problems of 
aging have also increased. Social sci- 
entists, along with scientists in medical 
and other fields, have the responsi- 
bility of observing relevant experience 
and suggesting ways and means of 
adapting present institutions to meet 
the needs of an aging population, it 
was stated in the section on economics, 
employment, and welfare. 
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Many factors were cited which have 
an important bearing on employment 
of older workers: the health of the 
worker, his capacities and skills, his 
social contacts at work, his desire to 
work, his economic status and family 
relations. It was felt that more informa- 
tion is needed about specific jobs which 
are suitable for older workers, methods 
of adapting jobs to their individual re- 
quirements, methods of evaluating their 
older workers, and the experience of 
those firms which have kept older 
workers at their jobs. 

Revision of current retirement poli- 
cies was urged which would enable and 
encourage individuals who wish to 
work beyond the usual retirement age. 
Chronologic age was not regarded as 
a satisfactory method of determining 
retirement. It was emphasized that spe- 
cial attention should be given to the 
early detection of disabilities and re- 
habilitation measures in order to pre- 
vent forced retirement. 

The economic maintenance of the 
aged and disabled who must be sup- 
ported from sources other than earn- 
ings was studied. In a discussion of 
industrial and public pension plans, it 
was suggested that the effect of private 
pension plans on compulsory retire- 
ment should be carefully evaluated. 

Urgent coordination of 
community services and their organiza- 
tion into unified programs was pointed 
out. In recent years there has been a 
vast growth in the many kinds of serv- 
ices available to all age groups, includ- 
ing health services, social services, re- 
habilitation, education, housing, nurs- 
ing and home care, and other facilities. 
Community organization calls for a 
common effort among all specialists in 
the various services, and the exchange 
of experience and information in or- 
der to utilize the resources of each to 
the greatest benefit of the aging. It was 
felt that more intensive studies of all 
aspects of the economic, social and 


need for 
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other aspects of the aged in different 
communities are needed. 

A sound and progressive program of 
research, income maintenance, rehabil- 
itation, medical and other services for 
the aged can and should contribute to 
improving the economic well-being and 
happiness of the entire population. By 
initiating and improving such a_ pro- 
gram, excessive costs could be mini- 
mized and important social and human- 
itarian contributions achieved. 


Section 1V 
Medical Services, Hygiene and 
Housing 


Many elements were considered by 
the section on medical services, hy- 
giene and housing in formulating a 
sound and comprehensive approach to 
meeting the health needs of the aging. 
Among these were adequate prepara- 
tion for later life, health maintenance 
and prevention of disability, medical 
care and services for the sick and dis- 
abled aged including therapeutic, insti- 
tutional and rehabilitative services, 
suitable housing and living arrange- 
ments, safety, health aspects of employ- 
ment and retirement, and community 
planning. 

ducation in preventive measures, 
thorough health examinations at sig- 
nificant periods plus more limited ex- 
aminations at frequent intervals to de- 
tect diseases or other deviations from 
normal, and industrial health inventory 
programs for workers will cut down 
disabilities, it was emphasized. 

Medical services for the large num- 
bers of older people who have already 
lost their health or have pronounced 
disabilities was cited as a major need 
at the present time. Among suggestions 
made for improving their condition 
were the utilization of the normal fam- 
ily environment in the care of older 
people; various types of non-institu- 


17 


tional services such as clinics, guidance 
and counselling centers, home care pro- 
grams; greater interest in their health 
on the part of private physicians, pub- 
lic health agencies and community or- 
ganizations ; promotion of better public 
understanding of their needs; closer 
coordination among the acute general 
hospital, the chronic illness hospital, 
homes for the aged and private or pub- 
lic nursing homes; establishment of 
standards for nursing homes; encour- 
agement of physical medicine and re- 
habilitation and_ recreational 
facilities in all institutions caring for 
older people; more adequate staffs of 
trained professional 
homes, 


services 


personnel — in 
hospitals and other agencies 
dealing with older people; greater at- 
tention to dietary habits and specific 
nutritional needs; and expansion of 
voluntary and private insurance pro- 
grams to include the older age group. 

Social and environmental factors 
which retard or accelerate the aging 
were considered. Such 
topics as housing, living arrangements, 
accident prevention, and community 
planning were discussed, and the fol- 
lowing were reached: 
“very effort should be made to enable 
older people to live in their own house- 
holds as long as possible. Housing and 
living arrangements must be planned 
around the total needs of older persons, 
personal, social, economic and medical. 
extensive basic changes are needed in 
new housing design and construction to 
reduce costs and impreve living stand- 
ards, and special consideration should 
be given to health and safety factors in 
planning housing. More research is 
needed on the psychological and phy- 


process also 


conclusions 


siological factors involved in accidents 
common to the aged. Many environ- 
mental 


factors which are hazardous 
for older people can be eliminated by 
community-wide — safety — programs. 
Many personal needs such as compan- 


ionship, communication, transportation 
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and other services can be met effective- 
ly through volunteer programs. 

This section considered how the im- 
pairments of older workers might be 
improved and what services are needed 
to preserve their work capacities. Pro- 
posals included: more research in the 
assessment of physical fitness, analysis 
of personality traits and measurement 
of work capacity ; determination of job 
placement and retirement on the basis 
of work capacity rather than age; pro- 
grams of rehabilitation to maintain the 
worker's emotional stability and hasten 
recovery; and extension of industrial 
health, medical and social services to 
the retired worker to aid his 
retirement adjustment and health. 


post- 


EVALUATION AND SUMMARY 


N RETROSPECT, it may be said that 


I this was ordinary scientific meeting. 
Jorrowing a term from the Quakers, 
there was present a “spirit of the meet- 
an accord of mind and_ spirit 


ing,” 
which is not a usual characteristic of 
a medical assembly. [Everyone there, 
whether doctor, public 
health worker, social scientist, coordin- 
ator in industrial relations, seemed cap- 
tured by an enthusiasm of working for 
vital far-reaching 


researcher, 


something and of 
import. 

Nor was it the usual conference on 
age, Aging was 
there, of course, as the central theme 
and focus, but it was aging discussed in 
relation to the entire range of human 
life and experience. It was total man 
that was under consideration, and not 
just man and his endocrine glands, 
his susceptibility to cancer, or his need 
of proper housing. And from all the 
discussions this total man emerged, not 


the problems of old 


¢ 
t 


resect 
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as an assemblage of organs and psy- 
chologic reactions, but as a dignified 
human personality. 

If no startling news was flashed 
from the meeting, yet there were some 
dozens of scientific papers represent- 


« 


ing sound achievement in essential re- 
search. These covered the newest fron- 
tiers in endocrinology, heart disease, 
and nutrition. Some of the research re- 
ported in clinical medicine may be put 
in practice tomorrow ; some of the re- 
sults may never find practical applica- 
tion in the clinic, but will be taken up 
for further study by a biologist, psy- 
chologist or chemist in research far 
removed from medicine. The most val- 
uable thing obtained at this congress, 
for most of the delegates, was the con- 
tact with fellow scientists, the coopera- 
tive approach to a common problem, 
the exchange of ideas, the free meeting 
of minds, 

The exchange between nations was 
particularly important. If we here, in 
the highly industrialized United States, 
can instruct our neighbors in new sci- 
entific techniques, we can learn from 
them new concepts of social and fam- 
ily relationships. 

We believe, for all those who at- 
tended this second international meet- 
ing, the congress achieved at least three 
main objectives: 

(1) Geriatrics and gerontology are 
established, more firmly than ever, as a 
permanent area of medical research and 
clinical development. 

(2) A permenent international or- 
ganization has been set up for future 
growth and development. 

(3) A vital, continuing interchange 
ideas which will bear 


of is assured, 


fruit later in improved techniques and 
application in clinical medicine. 
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The Second International 


Gerontological Congress 


HE first half of the twentieth cen- 

tury has been a period of almost 
unbelievable progress in the science and 
practice of medicine. Through discover- 
ies and application in sanitation, in 
nutrition, in chemotherapy, in endo- 
crinology and in a dozen other fields 
the life expectancy at birth has nearly 
doubled. But comparable achievements 
in improving expectancy for effective 
living of older individuals have not 
been made. To be sure, some gains have 
been accomplished. The antibiotics 
have reduced death rates from diseases 
such as pneumonia very sharply. But 
the great groups of degenerative meta- 
bolic and neoplastic diseases remain 
virtually unsolved problems. The medi- 
cal and sociological problems of the 
older age groups constitute major chal- 
lenges to our mid-twentieth century 
society. 

These problems are not unique to 
any nation, Scientific problems are 


never confined to national borders and 
they are rarely solved solely by any 
national scientific group. The history 
of medical science is replete with ex- 
amples of successful solutions of prac- 
tical problems accomplished by the 
piecing together, like the parts of a 
jigsaw puzzle, of fragments of infor- 
mation from a_ half-dozen or more 
countries. 

International cooperation in the solu- 
tion of the problems of gerontology is 
gratifying for many reasons. It indi- 
cates that, even in a world torn by con- 
flict, scientists can cooperate on_ vital 
projects. Further it promises a speedier 
solution to the outstanding problems 
than could occur if each national group 
carried on its work in isolation. 

The recognition of the social, eco- 
nomic and psychologic, as well as the 
strictly medical aspects of the problems 
of individual aging, and of the increas- 
ing fraction of older age groups in the 
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population, is also a healthy develop- 
ment. Interdisciplinary discussions can 
be fruitful. 

The Second International Geronto- 
logical Congress has set a worthy pat- 
tern for world-wide interdisciplinary 
cooperation in the attack on one of the 
great problems for the second half oi 
our century, that of extending and en- 
riching the useful period of adult life. 
Probably few medical workers in this 
field are interested in finding the elixir 
of eternal youth. All of them, however, 
are concerned about preventing un- 
timely deaths from such “accidents” as 
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neoplasia and vascular disorders, and 
particularly about reducing the fre- 
quency of disabling illness in later life. 
Likewise, other workers are concerned 
primarily with making life at older ages 
productive and satisfying. The attack 
on these problems by specialists in 
many disciplines of knowledge and 
from every quarter of the globe can be 
ost effective, if there can be free ex- 
change of information between investi- 
gators free to follow their own individ- 
ual bents in the work they do. 
MavrickE B. VisscHer, M.D. 





PROGRAM 


SYMPOSIUM ON THE EXPERIMENTAL AND CLINICAL Aspects OF Lipip 
METABOLISM, ARTERIOSCLEKOSIS, AND THE AGING PROCESS 


Sponsored by Section Nm of the AAAS and the American Geriatrics Society 
at the annual meeting of the AAAS. 


Philadelphia, Pennsylvania, December 29 and 30, 1951 


First session: 10:00 A.M., December 29 


IRVINE H. Pace, presiding 


1. Davin P. Barr: Vice-president’s address 
2. Ett Moscucowitz: The biology of ar 
te? tosclerosis 

L. L. Waters: Etiologic and patho- 
genetic factors in experimental arterial 
disease 

4. Russevy L. 


os) 


HoLtMAN: -Irteritis 


Second session: 2:00 P.M., December 29 


CHARLES W. WILKINSON, presiding 


5. NATHAN W. Suock: The aging of 
homeostatic mechanisms 

6. LENA Lewis, Arpa H. GreEEN, and 
IRVINE H. Pace: Electrophoretic and 
ultra centrifugal analysis of plasma 
lipoproteins. 

7. M. M. Gertier: The interrelationships 


of blood lipids in 
their significance 

8. J. W. Gorman, and others: Lipid meta- 
bolic errors as reflected in lipid trans- 
port and their relationsh‘p to athero- 
sclerosis 

9. ALFRED STEINER: The abnormal serum 
lipid pattern in patients with coronary 
arteriosclerosis 


atherosclerosis and 


*Tentative papers. 


Third session, 10:00 A.M., December 30 
Harry E, UNGERLEIDER, presiding 


10. *AnceL Keys: Cholesterol, “giant mole- 
cules,’ and atherosclerosis. 

11. CampBELL Moses, Jr.: The role of die- 
tary cholesterol in the development of 
arteriosclerosis 

12. J. C. Paterson: Sequelae of coronary 
arteriosclerosis and their clinical impli- 
cations 

13. BENJAMIN BAKER and MartTIN SINGE- 
WALp: Ballistocardiographic aspects of 
coronary disease 

14. E. O. WuHeeter and Howarp BB. 
SPRAGUE: Coronary heart disease, hyper- 
cholesterolemia, and essential xantho- 
matosis 


Fourth session: 2:00 P.M., December 30 
NATHAN W. SHock, presiding 

15. CHARLES F, WiLkINson, Jr.: Essential 
familial hypercholesterolemia 

16. J. Murray STEELE: Body composition 
with special reference to fat and water 
content 

17. Henry L. Taytor: Cardiovascular func- 
tion in relation to fatness in men 

18. *ALFRED CHANUTIN: Lipoproteins in 
neuropsychiatric conditions 
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@®@ You are old, Father William,” the young man said, 


“And your hair has become very white; 


“And yet you incessantly stand on your head— 


“Do you think, at your age, it is right ?9® 


Father William’s antics might well 
stand as the symbol of good health and 
energy we all hope to promote in older 
people today, as medical science accu- 
mulates more and more valuable knowl- 
edge of geriatric nutrition. 


To help your older patients follow 
your diet recommendations faithfully 
and with enthusiasm, Gerber’s offer the 
44-page Special Diet Recipe Book . . . 
to give easy, appetizing variety to Bland. 
Soft, Mechanically Soft, and Liquid 
Diets. 


Gerber’s Strained Foods are low 
in crude fiber, fat, and seasonings. And 


Over 50 varieties 


LEWIS CARROLL 


they’re all carefully processed to retain 
high nutritional values, true color, true 
flavor. Pre-cooked and packed in sizes 
that are ideal for individual use, Gerber’s 


foods are convenient and eco- @ZRe 





nomical for your patients, too. 


FREE for use with patients: Gerber’s 
“Special Diet Recipes.” For your copies, 
write on your letterhead to Dept. 
JG11-1, Fremont, Mich. 





ers 


BABY FOODS 


Strained and Junior Meats, Vegetables, Fruits, Desserts, Cereals 
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Problems of Aging 


Transactions of the Thirteenth Conference, 

February 5-6, 1951. 

Edited by Nathan W. Shock. Josiah Macy, 

Jr. Foundation, N.Y.C. 194 pages. $4.00. 
This is the verbatim report of the Thirteenth 
Conference on Problems of Aging sponsored 
by the Josiah Macy, Jr. Foundation. The 
conference group, whose first meeting was 
in 1937, consists of a nucleus of members 
with additional invited guests, all selected 
because of a common interest in the prob- 
lems of aging and because of divergent dis- 
ciplines. Physiology, anatomy, pathology, 
biochemistry, cytology, pathology, psychiatry, 
internal medicine, zoology, sociology ancl 
botany are all represented by the member- 
ship of the original group. 

The purpose of these meetings is not for 
the formal presentation of work already 
completed, but is for free interchange of 
ideas between disciplines in an informal and 
friendly setting. The objective is catalysis 
by inter disciplinary communication. To 
maintain freedom of communication the 
maximum number of participants has been 
set at twenty-five. 

The present proceedings, informal and 
stimulating, are concerned with organ-sys- 
tems in relation to aging: endocrine aspects, 
cardiovascular aspects, the integumentary 
system and the biology of all divisions. In 
addition Clark Tibbitts summarizes the ac- 
tivities of Federal Agencies in the field of 
aging. Edmund Cowdry’s forecast of the 
Second International Congress on Gerontol- 
ogy held in St. Louis, September 9 to 14 is 
now only of historical interest. 

As a member of the conference group 
since 1938, the reviewer desires to go on 
record by stating that the intellectual stimu- 
lation afforded by the Macy Foundation 
meetings are immeasurably valuable to those 
present. In recording the discussion much 
of the personal inspiration is lost to the 
reader, but of great value is the opportunity 
to observe how ideas develop, and are clari- 
fied by uninhibited discussion by scientists 
of many different technical and theoretical 
disciplines. All those interested in geriatrics 
will profit by careful study of this little 
volume. Those who comprehend the theoret- 
ical and pragmatic relationships of clinical 
geriatric medicine to the broader field of 
gerontology will profit the most. 

Epwarp J. Srisciirz, M.D. 
Washington, D.C - 
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Book Reviews 


Skill and Age 


A. T. Welford, 1951. London: Oxford 

University Press. 161 pages. $1.75. 

This is a comprehensive account of the work 
on the capacities of older people, carried out 
by the Nuffield Research Unit into Prob 
lems of Aging at the Psychological Labora- 
tory, Cambridge University. Research on age 
changes in motor and intellective functions 
has not been lacking (cf. Geriatrics 6:221- 
226, 1951) but the studies were concerned 
for the most part with abstract, oversimpli- 
fied kinds of performance. Data of more 
direct value for job assignment and training 
of the steadily growing older segment of 
the population have been badly needed. 
From the start of the unit in 1946, Welford 
and his collaborators directed their efforts 
to the study of more complex types of per- 
formance involving skill and to the changes 
in skill during late maturity and old age, 
with a view to the application of the find- 
ings in industry. 

The volume may be divided for review 
purposes into four sections. The first pre- 
sents theoretical analysis of the nature of 
skilled performance, leaning heavily on the 
concepts developed by Sir Frederick Bart- 
lett. The principal methodological point is 
that in studying a skilled activity we should 
not be satisfied with a single score (e.g. 
overall time taken to carry out a task) but 
should analyze the performance into mean- 
ingful components enabling us to consider 
both the achievement (results) and the way 
in which the performance is accomplished 
(methods). The second section deals with 
five experiments on age changes in manipu- 
latory skills involved in such tasks as 
“tracking” (aligning a pointer with a. sec- 
ond pointer moving irregularly from side to 
side), tracing figures, and throwing at a 
target. The third section is concerned with 
“mental” tasks (logical thinking, solving 
problems, inspection, and learning a_ se- 
quency of electrical switches). Different 
tasks, and at times different criteria, such 
as speed and accuracy in a given task, 
showed different trends with age. In the 
learning test the 60-year-old subjects re- 
quired on the average more than twice 
as many trials, made over three times as 
many errors, and took about four times 
as long as the subjects in their twenties 
to master the task. The variability of 
performance, indicated by the standard devia- 
tion of the scores, increased markedly with 

(Continued on page 428) 
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(-) New Brochures 


You and Patients Need..Send today! 


, ae helpful information for you in peptic ulcer management 
with these two valuable brochures just off the press! Based on new 
research, one is for you, Doctor—the other for patients, explains in 
laity language the how and why of peptic ulcer: offers economical, 
easily-made, appetizing recipes with Knox Unflavored Gelatine, 
so useful in gastric disorders. BOTH FREE, so write today—be pre- 
pared to discuss them with patients. 

Knox Gelatine, Johnstown, N. Y. Dept. GER. 
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lt stands to reason: 


Cigarettes are 
less irritating 


when filtered this way! 


If you smoke, try a Denicotea Holder. See 
for yourself why it has become the largest 
selling cigarette holder in the world. 


First, look at the filter before use. It’s 
pure white—like this: 


Then, look at the filter after you've 
smoked a package of cigarettes. It has 
curned black, like this: 


Ps 





Yes, it has absorbed nicotine and tars 
that have been filtered out of your 
cigarettes, whether they’re regular or 
filter-type cigarettes! 

Obviously, irritants trapped in the 
Denicotea crystal filter can’t reach, can’t 
harm nose, throat, sinuses or lungs. 

Try Denicotea, then come to your 
own conclusions, Doctor! 


PROFESSIONAL ‘2 PRICE 
INTRODUCTORY OFFER: 


Send for your Denicotea Holder, $1.25 
postpaid, (regular price, $2.50) 
Longer, Lady Denicotea Holder, $1.75 
postpaid, (regular price, $3.50) 


Write to Alfred Dunhill, Dept. G-11 
660 Fifth Avenue, New York 19 


un | 


DE-NICOTEA 
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GERIATRICS Book Reviews 
(Continued from page 426) 

age. In a task involving posiioning a pointer 
the older subjects were slower but substan- 
tially more accurate than the younger ones. 
The fourth section is devoted to exploratory 
studies carried out in industrial plants. Per- 
haps the principal finding is that older 
people tend to be found doing work at their 
own pace in operations emphasizing accuracy 
rather than speed. Very few people age 55 
and older were doing work involving time- 
stress. 

In view of the limited size of the groups 
tested, the author warns against far reach- 
ing generalizations. However, the results of 
the individual explorations fit fairly well 
into a consistent overall picture. Method- 
ologically, the use of more realistic, complex 
tasks analyzed into components im vivo 
lends the studies a higher theoretical ex 
planatory power and a greater practical ap- 
peal. The results obtained thus far justify 
further work alonz these lines, needed as a 
foundation for enlightened administrative 
policies and effective utilization of the older 
worker in industry. 

Josep Brozek, Pu.D. 
Minneapolis, Minn. 


Your Health and Your Life 


Alfred L. George, M.D., 1951. 

Norton, 272 pages. $2.95. 
Every clinician dealing with aging patients 
is aware of the hazards of obesity, except 
perhaps those few who are themselves con- 
spicuously obese. We all, therefore, should 
rejoice in Dr. George’s new book for it is 
sure to prove immensely valuable in the 
education of the obese and thereby assist 
physicians to obtain highly desired weight 
reduction for their patients. More and more, 
particularly in the area of personal preven- 
tive or anticipatory medicine with mature 
adults, does the conventional doctor-patient 
relationship require modification toward a 
teacher-student relationship. We must teach 
people how to live, what and how much to 
eat (and why) rather than order them to do 
so, if the maximum therapeutic benefits of 
modern knowledge are to be obtained. 

Dr. George’s volume is written for the 


New York: 


layman. It is entertaining and “easy to read” 
without being vapid or silly. It is scien- 
tifically accurate, sane, balanced and free 


from faddist notions. It is a constructive 
piece of lay health educational literature. It 
can be safely and constructively “prescribed” 
as homework literature for obese patients. 
That it has appeal to laymen is attested by 
the fact that an abridged version appeared in 
the October issue of Omnibook. If in doubt 
regarding the scientific validity of its con- 
tents the doubting physician should read it 
himself before prescribing it. 
Epwarp J. 
Washington, 


Stizciirz, M.D 
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in ®) 54 CONVALESCENTS 
to build blood and 


to improve nutrition 


Cytora ‘Organon’ is a complete medication 
specially formulated for the prevention 
and treatment of not only hypochromic 
anemias but also the associated nutritional 
deficiencies which you so frequently 
encounter. Each Cytora tablet contains a 
well-balanced combination of vitamin B,., 
iron, folic acid, liver concentrate, vitamin C, 
and five B-complex factors. Thus you will 
note that Cytora provides in a single 

tablet important factors—including B,.— 
utilized in erythropoiesis plus other dietary 
essentials so often needed by your patients 
with hypochromic anemia and by your 
patients during childhood and later life, 
during post-operative convalescence, and 
during pregnancy. Cytora is available in 


bottles of 100, 250, and 1000 tablets. 


Organon INC. * ORANGE, N. J. 


CYTORA’ 


Organon 
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in the office... 


A @\? 


most people 


have’ nptritional. lesioris 


you cannot see 


Whether vitamin deficiencies be 
acute or chronic, mild or severe, for 
truly therapeutic dosages specify 


THERAGRA 


Therapeutic Formula Vitamin Capsules Squibb 


Each Capsule contains 


Vitamin A (synthetic) \ 25,000 U.S.P. units 
Vitamin D ' 1,000 U.S.P. units 
Thiamine Mononitrate 10 mg. 
Riboflavin 5 5 mg. 
Niacinamide ; 150 mg. 
Ascorbic Acid : 150 mg. 


Bottles of 30, 100 and 1,000 








GERIATRICS 
in the NEWS 


{// announcements and news relating ti 
geriatric medicine and research should be 
directed to GERIATRICS, Editorial De 
partment, 84 South Tenth Street, Minne 
apolis 2, Minnesota. 





4A AS Symposium on Aging 


The American Association for the Ad 
vancement of Science and the American 
Geriatrics Society will act as co-sponsors 
of a symposium on the Experimental 
and Clinical Aspects of Lipid Metabolism, 
Arteriosclerosis, and the Aging Process. 
to be given under Section Nm at the 
annual meeting of the AAAS in Phila- 
delphia, December 29 and 30, 1951. 


The four sessions of the symposium will 
be under the leadership of Irvine H. Page, 
Charles W. Wilkinson, Harry E. Unger- 
leider, and Nathan W. Shock. The pro- 
gram of speakers and papers will be 
found elsewhere in this issue. For further 
information write to G. K. Moe, Depart- 
ment of Physiology, Medical Center, State 
University of New York, Syracuse 10, 


N. Y. 4 


Course at Rockhurst College 


The Institute of Social Order at Rock- 
hurst College, Kansas City, Missouri, 
opened its professional division on Octo- 
ber 10 with a course of thirteen discus- 
sion hours on Problems of the Aging, 
to be held twice a month on the Rock- 
hurst campus. The series is open to doc- 
tors and nurses, members of social wel- 
fare and insurance groups, hospital 
administrators, supervisors, technicians, 
and chaplains. There are no admissicn 
or tuition charges. 


Vew Society in Argentina 


Announcement has been received of the 
organization in Buenos Aires cf the 
Argentine Society of Geronto’ogy and 
Geriatrics. The new society will promote 
study of the physiology and pathology 
of the aged, as well as prevention and 
treatment of the diseases of old age. 


President of the new group is Dr. Ernesto 
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A. Rottjer, chief physician of internal | 
medicine at Hospital Militar Central, 
Buenos Aires. Other officers include: 





t K 2% < 
vice-president, Benjamin Spota, associate | gibt G Nip a 2 9 
professor of neurology; general-secretary, | i : : C pe . OY, are 
Miguel C. Lascalea, associate professor of Ny = Pax A.A j a AA te 


semiology; assistant secretary, Domingo SVL YF 
Passanante, associate professor of semi- i 
ology; and treasurer, Osvaldo Fustinoni, : } Fo 
associate professor of semiology, a!) of the Ew 2 if en a 
University of Buenos Aires. 
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New Journal 
Diabetes is the ttle of the new bt- so] e 
monthly Journal of the American Diabetes i | NS Li ds De 7 tr A 
Association, which will have its first issue | 2-2, SVystact 5 4 
on January 1, 1952. Editor of the new ra eT eiP 
publication will be Dr. Frank N. Allen, ir, 
first vice-president of the association, as- | 4 
sisted by an editorial board under the Teo a YK LN ( 
chairmanship of Dr. Charles H. Best. | SS Saas om SESE 

Diabetes will contain original and re- | bw —-_ ‘8 aaa 
view articles on the treatment of diabetes, © 


reports on the recent discoveries in di- e 5 We ® 
in. the hospital... % 
\ y 1 WN dk ¥ x ee 


abetes and allied fields, abstracts, letters, 


te 
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and association news. Papers will be pre- | AS ta Ss \ gbhtah, Tine 

pared for the internist and general prac- Nia i I : 

oe ; : | i Side te t: E 

titioner rather than the expert or investi- | ae aes f 

gator. sick people ~~ ©... 
e doe ty th pie TU se fs aided! ¢ 
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City Program for Chronically Ill ean Ee SL be WA al 
San Francisco’s Chronic Illness Service you, cannot see eH, \ <7 \< 
Center, organized in 1950, is now on a HLA Ms tT ie f at 2 \ es 
full-time working basis and will assist Lie AS YT pm 
San Francisco Medical Society members yy LA if 
who may have problems among their pa- | — 
tients with chronic illness. The city is 
reported to be one of five in the country 
which has developed its own Chronic IIl- When you want truly therapeutic 
ness Service Center. | dosages of all vitamins indicated 


in mixed vitamin therapy specify 
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Therapeutic Formula Vitamin Capsules Squibb 
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Forthcoming Book 


A new volume of the Annals of the | Each-Capsule contains: ._ 

American Academy of Political and Social Vitamin A (synthetic 25,000 U.S.P. units 
Sci as : | . 1 (Oni l C il : J f Vitamin D 1,000 U.S.P. units 
N cience, entit ec Me ocial Contr utions oO #itasine Mononitrate 10 mg 
the Aging”, edited by Clark Tibbitts, Riboflavin vis 5mg 
aces a : ‘ ‘ - Niacinamide $i 150 mg. 
assisted by the Committee on Aging and fects Ad 150 me 


Geriatrics, will appear in January, 1952. 
Contributors to the volume include au- 
thorities in such fields as education, eco- | 
nomics, industry, agriculture, and social 
welfare. | 








44A 





Hydrochloric Acid Replacement Therapy 


Acitamin is an effective means of increasing the acidity of the gastric 
contents in hypochlorhydria and achlorhydria. It is especially valuable in 
achylia gastrica whether the condition is secondary to pernicious anemia, 
gastric carcinoma, chronic gastritis or is idiopathic. Acitamin is especially 
applicable in the aging patient. 

Acitamin contains glutamic acid hydrochloride, which releases free 
hydrochloric acid in the stomach. Each capsule furnishes the equivalent of 
approximately 10 minims of dilute HCl. Since it is supplied in capsule form, 
Acitamin overcomes all the disadvantages of dilute hydrochloric acid. 

Acitamin also provides thiamine, riboflavin, and niacinamide to aid in pre- 
venting B-complex deficiencies, which frequently complicate achlorhydria. 

THE S. E. MASSENGILL COMPANY 


Bristol, Tenn.-Va. 


NEW YORK °¢ SAN FRANCISCO * KANSAS CITY 










FORMULA 
Each Acitamin capsule contains: 
Glutamic acid hydrochloride. ...0.3 Gm. 


Thiamine Hydrochloride...... ..1.0 mg. 
 ._.. SR Sarre ... 1.0 mg. 
EE ok buh wens ew ivhbaceen 5.0 mg. 


Average dose, two capsules three times 
daily. One capsule should be taken before 
eating, the other after. 
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